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Uleerative Colitis 


As a special “bonus” to 
our readers, the Editors 
will increase the feature 
content of the next sev- 
eral issues. Of course, 
this will necessitate tem- 
porarily eliminating 
other editorial content, 
such as the Ambulatory 
Proctology section and 
the Atlas of Proctology. 
These sections will be 
resumed in subsequent 
issues, 
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Sal Hepatica. 


Since 1897, doctors have consistently 
prescribed SaL HEpaTica for prompt 
relief of intestinal stasis. When Sat 
Hepatica is taken one-half hour before 
supper, relief is obtained before bed- 
time. When taken before breakfast re- 
sults are usually achieved within an hour. 


Sat HEPaTICA acts so promptly be- 
cause it is antacid and effervescent, 
lessening the emptying time of the 
stomach. Its osmotic action draws 
water into the intestine, providing a 
fluid bulk which is a prompt but gentle 
stimulus to evacuation. 


Pleasant-tasting SaL HEPATICA acts 
without griping. Being antacid it re- 
lieves the hyperacidity frequently ac- 
companying constipation. 
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Benzocaine is “the best topical anes- 
thetic." 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations.'’3 
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Pfizer- discovered tetracycline fortified with 
water-soluble vitamins to meet the “stress” 
demands of fever and infection. 
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LETTERS 
TO THEEDITOR 





Sir: 

Would you be kind enough to permit 
me to explain at length why I feel that 
the recent publication in your columns 
entitled Clinical and Laboratory Evalu- 
ation of Alcoholic Beverages (6:140- 
144, April 1955) requires reconsidera- 
tion. This paper conciuded that it had 
made out a case for vodka as a drink 
superior to bourbon, rum and gin. The 
study, which disregards pro- 
cedures in pharmacologic investigation 


basic 


and in the evaluation of evidence is 
being presently quoted in promotional 
devices and news reieases which cor- 
rectly claim the authority of publication 





in the medical literature to sell vodka. 
It is important to decide on the validity 
of this conclusion because unless ques- 
tionable claims like this are quickly and 
noisily exploded they endure and con- 
tinue to be misused simply because, as 
has been pointed oui by DuBois, once 
a mistaken notion appears in medical 
literature it takes years to eradicate it. 
In an examination of the effects of 
drugs in man, especially those in which 
subjective phenomena are involved, it 
has been emphasized by Gold and by 
Beecher (as well as by others) that the 
unconscious bias of both the observer 
and the subject must be controlled if 
the issues in point are not to be obfus- 
cated beyond clarification. For this 
reason a so-called “double-blind” or 
“double blindfold” technique is com- 
monly used. In the case at issue such 
double control is absolutely essential 
—Continued on page 362 
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Surgical Aspects of 


Uleerative Colitis 


The literature on ulcerative colitis is 
vast, in inverse proportion to our 
knowledge of the disease. When the 
smoke of opinion has cleared, the resi- 
due of fact is small indeed. It is the 
purpose of this presentation to state 
what is known about ulcerative colitis, 
rather than to consider the theoretical 
aspects. This automatically excludes dis- 
cussions of etiology, bacteriology, and 
experimental pathology. Diagnostic 
methods are well known and are not 
treated here. Certain general considera- 
tions, the pathology, which bears strong- 
ly upon surgery, the indications for 
surgery with selection of operation and 
management of complications, will be 
discussed. Where there is wide diver- 
gence of opinions of equal weight re- 
garding management, preference will 
be stated and reasons for this prefer- 
ence given. 

General Considerations Ulcerative 
colitis occurs in the newborn infant and 
in the senile, but its greatest predilection 
is for the second and third decades. It 
affects both sexes equally. Individually, 
it occurs in intense, emotional, intro- 
verted, and often frustrated patients. 
These qualities contribute to its chron- 
icity and to its exacerbations. 
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ANNELLA BROWN, M.D., F.A.C.S.* 


Boston, Massachusetts 


The disease is usually characterized 
by an acute onset, during which the 
patient presents the symptoms of diar- 
rhea, fever and 
pain. The diarrhea differs from the 
usual attack of entero-colitis or dysen- 
tery in the associated discharge of pus 
and blood, the large number of stools, 
its persistence and its refractoriness to 
therapy. From 5-22% of patients will 
die within one year of the acute attack. 
The remainder will show remissions and 
recurrences, depending upon the com- 
pleteness of their management, the 
stresses to which they are subjected, 
and the extent of involvement of the 
colon. Regardless, however, of these 
variables, none of them will be cured, 
and probably 40-50% will eventually 
require surgery. The earlier estimates 
of 10% were based upon cases of acute 
ulcerative colitis and did not include 


crampy abdominal 
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* Diplomate American Board of Surgery, Sur- 
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ton Dispensary. 
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the surgery for complications that de- 
velop in patients having the disease for 
ten years or longer. 

Pathology The pathology of ulcera- 
tive colitis as seen in resected specimens 
has been recently reviewed by Warren 
and Sommers. As seen at the operating 
table, the gross pathology depends upon 
the stage of the disease at the time of 
operation. If the colon is removed 
during an acute exacerbation as a life- 
saving measure, there is diffuse red- 
ness, extreme friability and spasticity. 
If removed for perforation, the site of 
perforation with or without attempt at 
walling off, and with or without as- 
sociated stricturing, may be seen. When 
removed for massive hemorrhage, there 
is often no gross external abnormality. 
Late in the disease, the external aspect 
of the colon shows loss of haustrations, 
shortening, fibrosis and narrowing. 

When the colon is opened in the lab- 
oratory, it is easily demonstrated that 
ulcerative colitis is primarily a mucosal 
disease. The entire lining may be 
ulcerated, inflamed and congested. Lin- 
ear longitudinal ulcers extend along or 
between the taenia. Indeed, the entire 
mucosa may be denuded except for 
isolated epithelial patches, or elongated 
tags of inflamed mucosa hanging on 
narrow pedicles, the so-called pseudo- 
polyps. If these mucosal tags are at- 
tached at both ends, they form mucosal 
bridges. In specimens from patients 
with chronic disease, the mucosa may 
be completely absent, and the lumen of 
the bowel so narrow that it will not 
admit a probe. 

Microscopically, there is collection of 
polymorphonuclear cells in the bases of 
the colonic mucosal glands with forma- 
tion of an abscess. In the pathological 
physiology of chronic ulcerative colitis, 


it is thought that these abscesses rupture 
through the bases of the crypt into the 
subjacent submucosa. Coalition of these 
abscesses produces dissection beneath 
the mucosa, with separation of the 
mucosa from its blood supply, sloughing 
and ulcer formation. There is inflamma- 
tion and fibrosis in the adjacent sub- 
mucosa, but no important changes in 
the muscularis and serosa. Severer cases 
show larger, deeper ulcerations and in- 
flammatory necrosis of blood vessel 
walls with resultant infarction of adja- 
cent colonic wall. This more severe form 
has been called vasculitis colitis or 
thrombo-ulcerative colitis. 

Pathological specimens show involve- 
ment of transverse, descending and sig- 
moid colon in 80% of cases, and of 
cecum, ascending colon and rectum in 
60-75%. The changes are usually diffuse 
without sharp discontinuities, though 
there is an unusual form known as 
segmental colitis. 

Indications for Surgery The sur- 
gical treatment of ulcerative colitis is 
thought by many to be worse than the 
disease. It is considered a background 
measure, a last resort, or a retaining 
wall against the complete loss of the 
fluid and electrolyte flood. Too often 
the patient is almost exsanguinated, de- 
hydrated by fever and diarrhea, de- 
pleted of chloride, potassium and 
vitamins, and acidotic from loss of 
sodium before the surgeon is consulted. 
Prior to 1947, so many complications 
resulted from ileostomies and the lack 
of special appliances for their control, 
that the mortality of ileostomy alone 
was 18.6%. From 1947 to 1950, Lahey 
reported a decrease in mortality for 
ileostomy to 2%. This startling decrease 
is a reflection of the remarkable dif- 
ference made in ileostomy management 
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by the development of the cementable, 
leak-proof. bag, with more resulting 
willingness on the part of both the in- 
ternist and the patient to accept ileos- 
tomy as a part of the management of 
ulcerative colitis rather than as an 
heroic measure. Increasing familiarity 
with the technical problems involved in 
making well functioning ileostomy sto- 
mata, and in management of dysfunc- 
tion, have reduced morbidity as well as 
mortality. 

Regardless of the growing coopera- 
tion between internist and surgeon in 
treating patients with ulcerative colitis, 
the place of surgery is not completely 
clear, even in the minds of those sur- 
geons with the widest experience in its 
management. As in peptic ulcer, there 
is no question that surgery is not only 
indicated but imperative in (1) Cases 
with -uncontrollable bleeding from the 
colon, (2) Perforation with peritonitis, 
(3) Obstruction with impending per- 
foration, (4) The development of 
carcinoma coincident with or subse- 
quent to the metaplasia of colitis, and 
(5) In those cases where repeated rectal 
abscesses and fistulae have resulted in 
“watering pot perineum” with fibrosis 
of the sphincter and complete incon- 
tinence. These represent surgery done 
for complications. 

The cases that are controversial are 
the acute, fulminating, toxic ulcerative 
colitis patients who present such anemia, 
hypoproteinemia, malnutrition and fever 
that their death seems inevitable with 
continued medical therapy. A large per- 
centage of these patients who were for- 
merly submitted to ileostomy in their 
debilitated state are now carried beyond 
their critical phase with the use of 
ACTH and cortisone, but there are still 
about 8% of patients whose disease is 
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not halted by the corticosteroids. These 
must be operated upon, and there is a 
growing tendency to these 
patients to definitive surgery under ad- 
verse conditions. 

At one time a loop ileostomy under 
local anesthesia was considered major 
surgery for such an acutely ill patient. 
At present, there are a number of pro- 
ponents of total colectomy at the time 
of ileostomy. Crile states that he be- 
lieves this to be more satisfactory than 
ileostomy alone, since he believes 
patients are rarely cured of their disease 
by simple diversion of the fecal stream. 
Cattell believes that carefully spaced 
stage procedures can be done more 
safely, and yet one third of 189 patients 
operated upon by him in the past six 
years had ileostomy and colectomy done 
at a single stage. McKittrick believes 
caution should be used in doing what 
may be technically possible but not 
practically feasible. 

To adopt a rational approach to this 
question, one need only remember that 
while there is an occasional patient in 
whom infection seems to continue un- 
abated following simple ileostomy, most 
patients show a gratifying gain in 
weight and strength, with rehabilitation 
and return to work. If the patient con- 
tinues well, nothing is lost by allowing 
a reasonable amount of time to elapse. 
If there are exacerbations of fever and 
systemic manifestations attributable to 
continuing colonic infection as shown 
by rectal discharge of blood and pus, 
further surgery can then be done. 

There is no unanimous agreement 
about what surgery is indicated and at 
what point even in the complications of 
ulcerative colitis. These are still matters 
of individual judgment, determined by 
experience, circumstances and_ patient 


submit 
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response. These complications have been 
named above and will be discussed 
separately. 

(1) Hemorrhage The hemorrhage 
which complicates colitis is not merely 
blood streaking, which is usual with this 
disease. It is massive, exsanguinating 
and impossible to localize. If replace- 
ment of blood loss, intubation with in- 
stillation of topical thrombin, and mas- 
sive doses of vitamins C and K fail, 
emergency colectomy and _ ileostomy 
may be necessary. Fortunately, hemor- 
rhage of this magnitude is rare, and in 
a milder type of bleeding, ileostomy 
alone might suffice. It is difficult, how- 
ever, in any form of gastrointestinal 
bleeding to locate the source by inspec- 
tion and palpation alone. Particularly 
in ulcerative colitis too much _ ex- 
ploration and handling of the diseased 
bowel must be avoided. Therefore, if a 
real indication for simultaneous colecto- 
my and ileostomy exists, hemorrhage is 
probably the one. 

(2) Perforation Patients with 
ulcerative colitis have tender abdomens, 
with or without perforation, so that 
other factors must be considered in 
making the diagnosis of perforation. 
Increased muscle spasm, fever, rising 
leucocyte counts, increasing distension, 
and positive x-ray evidence of free peri- 
toneal air may be present. Closure of 
the perforation and ileostomy are con- 
sidered by some to be the safest pro- 
cedure. Exteriorization and resection by 
the Mikulicz technique have been used. 
Ripstein believes that even in the pres- 
ence of peritonitis, perforation is best 
treated by colectomy to the level of the 
sigmoid and terminal ileostomy. The 
condition of the bowel at the time of 
laparotomy, the degree of walling off, 
the presence or absence of obstruction 


due to stricture, which sometimes pro- 
duces perforation in the bowel proximal 
to it, and the extent of involvement of 
the colon by colitis, must all be con- 
sidered in deciding whether to close the 
perforation or merely drain it, whether 
to partially resect with anastomosis or 
later closure, or whether to eliminate 
the disease by colectomy. 

(3) Obstruction Obstruction is 
most likely to occur in the segmental 
type of colitis and may be eliminated 
by resection. Cattell believes resection 
should extend twelve inches beyond 
any demonstrable involvement, and 
even with this technique recurrence will 
be high. 

(4) Carcinoma = The high inci- 
dence of carcinoma in ulcerative colitis 
patients is frequently quoted as an in- 
dication for colectomy on all patients 
with ileostomy. Some sources believe 
this incidence is more apparent than 
real. Warren, however, believes there is 
four times as great an incidence of 
carcinoma in ulcerative colitis as in the 
general population. The statistical in- 
cidence has been given as 3-11%. When 
diagnosed, there is no doubt that sur- 
gery is indicated. When carcinoma de- 
velops in association with colitis, it is 
often in young persons and is partic- 
ularly malignant. Metastases are often 
already present when the condition is 
discovered. Cattell believes carcinoma 
develops in one third of patients who 
have had the disease longer than ten 
years. It is particularly likely to occur 
with pseudopolyposis. Nevertheless, Mc- 
Kittrick thinks it is unjustifiable to sub- 
ject every patient with an ileostomy to 
colectomy because of the possibility of 
cancer. 

(5) Ano-Rectal Complications 
These include (a) Polyposis -10-12%- 
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Polyps develop from islands of inflam- 
matory mucosa and are treated by 
fulguration during remission and fre- 
quent proctoscopic follow-up. 

(b) Rectal strictures—These occur in 
9% of patients and may be treated by 
posterior proctotomy, using the proxi- 
mal mucous membrane to cover the 
fresh wound. This should be followed 
by careful postoperative attention to hot 
retention enemas or rectal diathermy. 

(c) Abscess and fistula-Present in 
8.4% of patients. If encountered during 
the active phase of the colitis, treatment 
should consist only of incision and 
drainage. During remission, fistulec- 
tomy may be successful, though healing 
may be indolent. Overhanging edges 
along the tract should be avoided in 
order to obtain adequate drainage. 
Ultraviolet or X-ray may stimulate 
healing. 

(d) Anal fissures and ulcers are pres- 
ent in 5% of cases. They are best 
treated by topical applications, Sitz 
baths and hot anal irrigations with re- 
moval of sentinel piles, if present. 

(e) Anal incontinence—When this re- 
sults from fibrosis of the sphincter, in 
effect the patient has a perineal colos- 
tomy, and ileostomy and colectomy are 
preferable. 

(6) Systemic Manifestations as 
Surgical Indications For the sake of 
completeness, mention should be made 
of the occasional systemic manifesta- 
tion which may serve to precipitate sur- 
gery. The one most frequently men- 
tioned is arthritis which may be diffuse 
and crippling. Lahey, Cattell and Jones 
believe that the arthritic manifestations 
are reversible if the infected colon is 
removed before destruction of articular 
surfaces has progressed too far. Uveitis 
and _ keratitis also may complicate 
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ulcerative colitis and require surgical 
intervention. The liver, pancreas, kid- 
ney, skin and endocardium may also be 
involved. It may even be that ulcerative 
colitis is a systemic disease, and further 
investigation may show that these are 
not all complications but manifestations, 
only, if response to a common etiologic 
agent. 

No surgical discussion would be com- 
plete without emphasis of a few tech- 
nical points regarding ileostomy. The 
entire subject has been particularly well 
discussed by Turnbull and by McKit- 
trick. The site for ileostomy should be 
carefully selected, away from honey 
prominences and the umbilicus. Before 
operation, the site should be tested with 
the patient in various positions, using 
the collar of the ileostomy bag to be 
applied after operation. Ileostomy can, 
if necessary, be done under local 
anesthesia, but should be done with 
minimal manipulation. If done during 
exacerbation, under no circumstance 
should appendectomy be done, though 
the appendix may appear inflamed. It 
is best to do a terminal, rather than a 
loop ileostomy. The portion of the ileum 
above the skin should be 114-114 inches 
long. It is preferable to place it in a 
stab wound, rather than in a concomi- 
tant incision, if ileostomy is being com- 
bined with colectomy. No sutures, inten- 
tional or inadvertent, should be placed 
in the wall of the ileum. Turnbull has 
used a gauze collar to prevent retraction 
and has fixed his sutures to this. Ap- 
plication immediately of an ileostomy 
bag will prevent skin erosion and 
minimize nursing care. For this pur- 
pose, a satisfactory transparent bag has 
been devised from polyethylene, using 
a rigid collar which may be devised to 
fit each patient from old x-ray film. The 
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collar should be cemented to the skin, a 
centimeter from the ileum, since con- 
tact may result in a skin level. fistula. 
The skin must be protected with some 
impermeable material which should be 
applied daily. By the tenth day after 
ileostomy, the permanent appliance can 
usually be cemented on, with adjust- 
ments made periodically as the ileos- 
tomy shrinks. Some degree of dysfunc- 
tion may occur, even if none of the 
serious complications that beset ileos- 
tomies develop. This will need to be 
dealt with promptly, since such a sick 
patient will not tolerate obstruction 
added to his other difficulties. Catheteri- 
zation may be adequate, or the patient 


may require decompression with a re- 
tention tube in the ileostomy. On dis- 
charge, the patient must be taught the 
symptoms of ileostomy obstruction and 
how to catheterize his own ileostomy 
for the relief of these symptoms. 

Four to six months after establish- 
ment of an ileostomy, some degree of 
prolapse may occur. It may be mild and 
chronic, requiring nothing more than a 
belt for pressure, or it may be sudden 
and involve a foot or more of ileum 
which may become incarcerated. If the 
bowel is viable, conservative reduction 
may be attempted. If obviously com- 
promised, the ileum must be resected 
and a new ileostomy established. 


Conclusion 


What is known about ulcerative 
colitis is neither cause nor cure. 
Each case that requires colectomy 
represents a defeat. However, medi- 
cal progress is such that a definitive 
cure for ulcerative colitis may at 


any time make the disease as hope- 
ful as bacterial endocarditis has be- 
come, and at such time, those 
patients who still have a colon in 
which continuity can be _ re-estab- 
lished will be most grateful. 
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The Medical Management 


of Ulcerative Colitis 


The internist who is faced with the 
management of a patient with non- 
specific ulcerative colitis finds himself 
in a most unenviable position for he 
knows neither the cause of the disease 
nor its cure. Nor has he any means at 
his disposal for preventing the develop- 
ment of one or more of the dreaded 
complications such as massive hemor- 
rhage, perforation of the bowel or acute 
arthritis. His medical regimen, there- 
fore, must of necessity depend upon his 
understanding of the natural history of 
the disease and upon the relationship of 
clinical manifestations to disturbed 
physiology. The purpose of this com- 
munication is to discuss only this 
relationship and to use it as the founda- 
tion on which to build a structure of 
rational therapy. No attempt will be 
made to cover the present day concepts 
of etiology and pathogenesis. 

Nonspecific ulcerative colitis is an 
incurable disease of an inflammatory 
and in most cases irreversible nature 
characterized by fever, loss of appetite 
and the passage of frequent semi-solid 
or watery stools containing mucous, pus 
and blood. There may be nausea and 
vomiting; there is often associated 
crampy abdominal pain. The disease is 
further characterized by remissions 


(Vol. 6, No. 5) OCTOBER 1955 


ALICE LOWELL, M.D.* 
Boston, Massachusetts 


and exacerbations and by a wide vari- 
ety of complications. 

The single complication related spe- 
cifically to the disease process itself is 
that of ileocecal involvement where the 
same lesions seen in the large bowel are 
found in this region. Somewhere be- 
tween 10 and 30 per cent of ulcerative 
colitis patients show this additional in- 
volvement. 

Complications which are not specifi- 
cally part and parcel of the disease itself 
but are abnormalities of structure and 
function incidental to it are those of 
dehydration, electrolyte imbalance, 
ischemic nephrosis, renal calculi, amy- 
loid disease, fatty liver, hemorrhage 
from the bowel, perforation and sepsis. 

And finally, there are complications 
such as arthritis, keratitis, pancreatitis, 
pustular or necrotizing skin lesions and 
erythema nodosum which are thought 
by many to be manifestations of a wide- 
spread systemic disease of unknown 
cause, of which the lesions in the colon 
are only a part. Others hold that these 
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inflammatory processes are not specifi- 
cally related to the disease itself but 
are secondary complications due _per- 
haps to infection. To whichever group 
they may belong, they further tax the 
patient, the internist and the surgeon 
for they are grave developments requir- 
ing additional therapy. 

The patient who arrives on a medical 
ward for treatment of this disease is 
first and foremost a human being who, 
like most of us, has many emotional 
problems; conflicts, anxieties, frustra- 
tions and so forth. Because of his ill- 
ness he has the added burden of coping 
with his feelings in reaction to being 
sick and to the character of his sick- 
ness. It is an understatement, therefore, 
to say that he is upset. One of his 
primary needs is to receive human 
warmth, kindness, understanding and 
supportive consideration from those in- 
dividuals with whom he will of neces- 
sity be in close contact. His response to 
therapy will be far more effective if he 
feels cared for as a person. 

Secondly, he is sick, and because he 
is sick he has to stay in bed. To put 
an active individual to bed for any 
length of time is to favor decalcification 
of bone and the excretion of increased 
amounts of calcium via the kidney. 
This situation in the presence of de- 
hydration predisposes to the formation 
of renal calculi. 

Thirdly, he has fever. And this is 
important increases the 
metabolic rate and thus widens the dis- 
crepancy already existing between 
caloric demand and supply. Further- 
‘more, it increases insensible fluid loss, 
thereby aggravating a well established 
state of dehydration. 

Fourthly, he has diarrhea. Through 
this disorder he has lost and is still 


because it 


losing water, blood, minerals (particu- 
larly sodium, chloride and potassium) 
vitamins, essential foods, and digestive 
juices and ferments many of which are 
protein in nature. In addition to this 
heavy loss of vital substances, this pa- 
tient is anorexic. His supply of protein, 
carbohydrate, fat and vitamins is vir- 
tually lacking. The combination of 
these two disorders in one individual 
leads inevitably to a severe depletion of 
body stores. Tissue protein is catabo- 
lized and progresses inexorably; there 
is a further loss of body potassium, and 
ketone acids, products of tissue catabo- 
lism, enter the blood stream to threaten 
the patient with severe acidosis. The 
liver is drained of its stores, becomes 
infiltrated with fat and ceases to func- 
tion adequately. 

From the point of view of physiology, 
then, this disease causes several pro- 
found deficits. Water loss is most appar- 
ent in the extracellular compartments of 
the body; there is an extracellular fluid 
deficit. Electrolytes lost via the stool 
are predominantly bases, namely large 
amounts of sodium and potassium with 
smaller amounts of chloride. There is 
an alkali deficit; an impending if not 
an actual acidosis. Both these deficits 
may be totally or partially compensated 
for by the kidney, which conserves water 
by putting out a small urine volume of 
high specific gravity and preserves acid- 
base equilibrium by excreting excess 
chloride and ketone acids in combina- 
tion with ammonium. Finally, there is 
a protein deficit and there may be mul- 
tiple vitamin deficiencies. Since these 
deficiencies, besides being in themselves 
harmful to the body as a whole, will 
lead to further derangements of struc- 
ture of a graver and less reversible 
nature, it is vital to recognize their ex- 
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istence and to have some means of 
assessing their degree of severity. And 
it is this function that requires of the 
internist a clear understanding of both 
normal and abnormal physiology if he 
is to interpret correctly the data he 
amasses from his patient and the labora- 
tory. 

With respect to the history and 
physical examination, several factors 
may be helpful in evaluating the overall 
status of the patient. It is important to 
determine whether or not there is an 
underlying renal or cardiac problem, 
the duration and extent of the fever, 
whether there has been nausea and 
vomiting, the duration and frequency 
of the diarrhea, and the state of nutri- 
tion, and that of the skin, the subcutane- 
ous tissue and mucous membranes. 

From the point of view of laboratory 
tests, renal function should be studied 
first, for the quality and quantity of re- 
placement-fluids to be administered will 
depend upon the competency of the 
kidneys. The finding of a low specific 
gravity and oliguria is suggestive of 
underlying renal impairment. The find- 
ing of a high specific gravity and a low 
urine output is consistent with dehydra- 
tion. The non-protein nitrogen and the 
blood urea nitrogen may be elevated 
either because of pre-existing renal 
damage or because of simple dehydra- 
tion. Since severe dehydration with an 
associated circulatory deficiency can 
itself lead to renal insufficiency, it is 
important to make the distinction be- 
tween simple dehydration and oliguria 
on the one hand, and the ischemic 
nephrosis to which it may lead, on the 
other. If renal function has not been 
impaired, there will be a prompt in- 
crease in the urine volume following 
the careful admiriistration of fluid. 
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Elevated hematocrit and total protein 
usually suggest a moderate degree of 
dehydration while normal levels indi- 
cate a similar but more advanced state. 
In this latter situation, restoration of 
fluid balance will bring about a sharp 
drop in these substances to levels well 
below normal. 

After obtaining these routine labora- 
tory data and determining in so far as 
possible the functional status of the kid- 
neys, serum sodium, serum chloride and 
serum potassium levels should be ob- 
tained and the carbon dioxide combin- 
ing power and pH of the serum mea- 
sured. The serum chloride level alone 
should not be used as a guide to the 
status of the serum sodium level in the 
extracellular fluid compartments be- 
cause of its ability to interchange with 
carbon dioxide without affecting the 
total content of base in the serum (hypo- 
chloremic shift). It is to be expected 
that both serum sodium and serum 
chloride levels will be low. If such be 
the case, one can conclude that there is 
a significant deficit of these two electro- 
lytes together with an extracellular fluid 
deficit. A low level of serum potassium 
is usually indicative of a total body 
potassium deficit, but the finding of a 
high serum level may reflect high, nor- 
mal or low total body potassium. In 
ulcerative colitis, in the absence of im- 
paired renal function, the serum potas- 
sium level tends to be low, for there is 
a marked loss of this electrolyte into 
the stool and the normal daily intake of 
potassium is reduced. If marked de- 
hydration with associated circulatory 
deficiency have led to renal impairment, 
there may be a normal or rarely, an 
elevated potassium level due to inability 
of the now damaged kidney to excrete 
this ion. In spite of this, however, the 
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total body potassium may be low. The 
serum pH will in most instances lie 
within the normal range because of the 
ability of the normal kidney to com- 
pensate for the alkali deficit by excret- 
ing excess acid radicals. Furthermore, 
the level of the carbon dioxide combin- 
ing power may be normal even though, 
as is the case here, total available base 
is reduced in amount. A slight increase 
in the acid content of the serum, there- 
fore, will produce a serious acidosis. 
And this will be reflected by a fall in 
the serum pH and the carbon dioxide 
combining power. 

With regard to fluid replacement 
therapy, it is obvious that water and 
electrolytes must be administered very 
promptly. The amount of fluid lost 
because of diarrhea and increased per- 
spiration will of necessity vary. In- 
sensible water loss, normally in the 
range of 1000cc per day, may amount 
to 2000 or 3000cc per 24 hours. If 
diarrheic stools are copious and fre- 
quent, the daily fluid requirement may 
be two or three times the normal. 
Usually a knowledge of the urine out- 
put and fluid intake alone enables the 
clinician to estimate the state of a 
patient’s water balance. If, however, 
more accurate information regarding 
insensible fluid loss is needed, this can 
be calculated by measuring accurately 
fluid intake and stool and urine output 
over successive twelve hour periods in 
relation to variations in body weight 
measured over the same twelve hour 
periods. 

Since it is not possible to determine 
with accuracy the status of kidney func- 
tion before fluid replacement therapy 
is begun, it is unwise to use parenteral 
fluids containing potassium until such 
time as urine flow has increased. And in 





solutions 


general, parenteral fluid 
should be hypotonic rather than isotonic 
since the amount of water lost usually 
exceeds the loss of electrolytes. Plasma 
infusions are of considerable benefit 
for they supply some much needed pro- 
tein. For fluid and electrolyte replace- 
ment, a hypotonic sodium chloride, 
sodium lactate solution seems to be ad- 
visable. Such a solution may be admin- 
istered until urine output approaches 
more normal levels. When this occurs, 
a hypotonic balanced salt solution con- 
taining sodium and potassium may be 
used so that the potassium deficit may 
be corrected. 

Transfusions of whole blood should 
be used freely, but it should be remem- 
bered that whole blood does not take the 
place of water. 

The dietary regimen should be one 
similar to that described by Machella, 
namely frequent feedings of a mixture 
high in protein and caloric constant 
in easily absorbable form and of low 
residue. Where it is not tolerated for 
reasons of palatability, parenteral feed- 
ing of protein hydrolysates, dextrose 
solutions and blood transfusions will 
be necessary. Vitamins should be given 
either by mouth or parenterally along 
with the daily infusions. Fruits and 
vegetables are to be avoided. The ad- 
ministration of Belladonna may be use- 
ful in decreasing intestinal motility to- 
gether with small doses of tincture of 
opium to control pain and diarrhea. 
The judicious use of sedatives will be 
helpful in quieting the anxious patient. 

During the past four years Cortisone 
and ACTH have been used extensively 
by many clinicians in the treatment of 
ulcerative colitis. There is little doubt 
that these drugs hold first place in 
medical management. True, they do not 
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constitute a cure, but when properly ad- 
ministered in sufficient doses they may 
and often do induce remissions. 
Through their inhibiting effect upon 
the reaction of tissues to inflammation, 
they tend to prevent the later develop- 
ment of fibrosis and strictures. In ad- 
dition, they tend to increase the appetite 
and promote a sense of well-being,— 
two very important advantages to a 
patient who is deficient in both. ACTH 
may be given in the acute phase of the 
disease as an intravenous drip, 20 mgms 
in 500cc of dextrose solution, over an 
eight hour period, or by the intramuscu- 
lar route in the form of a gel in doses 
of 40 to 80 mgms daily. Hf cortisone 
is used, it may be given by mouth or 
by intramuscular injection in doses of 
300 mgms daily. It is well to give one 
gram of KCL two or three times a day 


in conjunction with cortisone or ACTH 
during the acute phase of the disease 
to compensate for additional losses. of 
potassium sustained during therapy 
with these hormones. Since, to date, 
75% to 80% of patients have had re- 
activation of their disease following the 
gradual cessation of hormone therapy, 
a long term program of maintenance 
therapy is probably advisable. It may 
effectively sustain a remission and pre- 
vent chronic invalidism. 

Although some clinicians feel that it 
is wise to give gantrisin or sufadiazine 
(one gram four times a day) or 
Azopyrin (one gram six times a day) a 
more recent compound, in conjunction 
with hormone therapy, the use of sul- 
fonamides or antibiotics is probably 
best reserved for those situations in 
which sepsis or peritonitis is present. 


Summary 


At the end of a long, painstaking 
struggle to induce a remission and 
rehabilitate the heretofore despair- 
ing patient, the internist will find 
himself once again in an unenvi- 
able position. He has not cured his 
patient nor has he as yet any safe- 
guard against relapse; and finally, 
he cannot protect the patient with 


any certainty against the later de- 
velopment of sirictures, perianal 
fistulas or malignant change. De- 
spite his efforts he is forced to face 
the discouraging fact that his pa- 
tient still has ulcerative colitis and 
may very well require further 
heroic treatment, either medical or 
surgical, at any time. 
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Some 


Radiological Aspects 
of Non-Specific 


Uleerative Colitis 


The diagnosis of non-specific ulcera- 
tive colitis, especially in its early stages, 
offers considerable challenge to the 
radiologist, once other possibilities have 
been excluded by the clinician or the 
radiologist. This is attested to by the 
paucity of recent radiological litera- 
ture. It is the radiologist’s task, wherev- 
er possible, to determine the location, 
degree, extent and activity of the process 
whenever the specific diagnosis has been 
suspected or established by the clinician. 

The radiologist’s problem is two fold: 
technical and academic. 

Primarily, the technical problem is 
that of demonstrating detail. The initial 
procedure should he thorough prepara- 
tion, which in my experience has been 
best accomplished by the use of castor 
oil as a cathartic unless otherwise con- 
traindicated. The ultimate in prepara- 
tion consists of placing the patient on a 
milk-free liquid, or low residue diet for 
a few days, followed by an adequate 
dose of castor oil prior to the examina- 
tion. In those instances where castor 
oil is contraindicated the likelihood is 
that the disease, especially ulcerative 
colitis, has progressed to the extent that 
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it can be demonstrated even with simple 
preparation. 

If the secretion of mucous in the colon 
could be diminished preceding the radi- 
ologist’s examination, the procedure 
would be facilitated, and the subsequent 
accentuation of detail could possibly re- 
sult in more specific diagnoses. Further 
research in this direction could prove 
profitable. I have often found it advan- 
tageous in studies of the colon to use a 
tannic acid cleansing enema prior to the 
barium enema. Unless contraindicated, 
many radiologists use tannic acid rou- 
tinely in barium enema mixtures. This 
produces a more complete evacuation, 
thus enhancing the mucosal study at the 
post-evacuation examination. The possi- 
bility, thereby, of an early diagnosis is 
augmented. Personally, I find the use 
of tannic acid an important adjunct in 
colon examinations. 
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The success of the procedure also de- 
pends on the patient’s ability to cooper- 
ate. The clysma should be given at a 
very slow rate under low pressure, keep- 
ing the enema can barely above the 
table. The use of a Foley catheter, with 
the balloon tolerantly distended, facili- 
tates the retention of the enema by the 
patient. Undue distension of the bal- 
loon, however, may increase the patient’s 
discomfort. 

The contrast medium should reveal 
the maximum detail without loss of con- 
trast. Until rather recently the selection 
of contrast media has been limited. Con- 
siderable studies are now being under- 
taken with colloidal barium and micro- 
barium. 

It is also of prime importance to ob- 
tain the finest possible radiographic 
definition. An x-ray generating unit 
equipped with fine focus tubes of suffi- 
cient capacity to preclude blurring by 
motion is a requisite. The optimum ex- 
posure time is 1/10th second. An asso- 
ciate prerequisite is a spot film device 
similarly equipped. Though fluoroscopy 
may have been non-revealing, it has 
been my practice when a patient com- 
plains of undue discomfort (more than 
the examiner expects from the degree 
of filling of the colon), to use spot 
film radiography freely with the patient 
in different degrees of rotation. Thus, 
early changes, often not shown in rou- 
tine studies, may be demonstrated. 

After the diagnosis of non-specific 
ulcerative colitis has been suspected or 
established by the clinician, it now be- 
comes the problem of the radiologist to 
substantiate this diagnosis and to evalu- 
ate the extent, location and degree of 
the process. Dependent upon these find- 
ings may well rest the decision whether 
to keep the patient on a medical regime 





or to choose surgical intervention. 

The disease can be classified as acute, 
including the fulminating type, sub- 
acute or chronic. In the acute form the 
earliest possible radiographic sign is 
that of prominent folds caused by edema 
of the mucosa and the submucosa. These 
folds can appear somewhat mottled, ir- 
regular, and may be as thick as one’s 
finger. The demonstrated folds often 
lack the symmetry of the normal plica. 
At this stage, however, the findings are 
not fully diagnostic, and any inflamma- 
tory process may produce similar 
changes. Occasionally, one demonstrates 
a contour irregular in outline without 
spiculation, with the irregularity con- 
tained within the lumen. This suggests 
a granular mucosa. With such changes 
the radiologist may project his clinical 
experience and suggest that this finding 
could be a precursor to ulcerative colitis 
and that the patient be followed accord- 
ingly. 

The first pathognomonic finding is 
that of fine spiculation of the contour of 
the colon produced by minute ulcera- 
tions.” These are generally serrated, re- 
semble minute triangles, and extend be- 
yond the normal contour of the colon. 
As the disease progresses the ulcerations 
become larger, undermining the mucosa, 
and becoming rectangular in shape. In 
the more advanced stage where only 
small islands of normal mucosa remain, 
the resultant appearance is that of pseu- 
dopolyposis. Associated findings are 
rapid filling of the colon, diminished 
distensibility and a more pronounced 
patient discomfort than one customarily 
anticipates. As the disease becomes more 
chronic there is atrophy of the mucosa, 
the colon becomes relatively tubular, 
shortened, more rigid, and the haustral 
markings are effaced. Transient stric- 
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tures due to edema and spasm may re- 
sult but can resolve. There is a lack 
of both distensibility and contractility. 
Though this appearance is almost path- 
ognomonic, a strikingly similar appear- 
ance, however, is produced by the cath- 
artic colon.’ It is relatively simple to 
differentiate this condition clinically. 

As the disease progresses and becomes 
chronic, one must envision the possible 
complications, e.g. benign polyposis, 
strictures and perforations. Malignant 
degeneration also occurs and because of 
this potentiality, believed by some to be 
even greater than published statistics,‘ 
periodic re-examinations should be rou- 
tine. 

Radiological evidence has been re- 
ported of the reversibility of ulcerative 
colitis secondary to successful treat- 
ment.* 

It has been repeatedly stated that in 
approximately one-third of cases ulcera- 
tive colitis is not revealed radiologi- 
cally. This percentage no doubt will be 
reduced with technical and academic 
improvements. Negative x-ray findings, 
however, are only of significance as they 


relate tothe clinical data. When the 
radiological findings are at variance 
with the clinician’s studies, the burden 
of proof should fall under the radiolo- 
gist, who may find it necessary to re- 
examine the patient again and again. 

The radiologist’s acumen is increased 
when he applies associated clinical and 
pathological data to his studies. If, be- 
fore his examination, the radiologist is 
always informed that ulcerative colitis is 
suspected or known to be present, he 
can conceivably lessen the margin of 
error. This is possible as he learns how 
to associate his findings with the clini- 
cians’ and assess them accordingly. A 
policy whereby the sigmoidoscopist rou- 
tinely forwards a copy of his findings to 
the radiologist as well as to the clini- 
cian, assists the radiologist in his efforts 
to obtain more accurate diagnoses. 

It is through the cooperative efforts 
of the clinician, the radiologist, the sur- 
geon and the pathologist, and a co- 
ordination of their findings, that a 
greater degree of accuracy in the study 
of ulcerative colitis, especially in its 
earliest phases, can be obtained. 


Summary 


The radiologist’s studies of the 
disease, ulcerative colitis, are an 
adjunct to the clinician’s data. The 
radiologist’s problems are techni- 
cal and academic. They begin, when 
possible, with thorough and proper 
cleansing of the colon, followed by 
measures to obtain the finest pos- 
sible radiographic detail. This re- 
quires equipment capable of pro- 
ducing routine and spot radio- 
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graphs in 1/10th of a second, with 
fine focus tubes. Following the 
proper demonstration of changes 
consistent with the diagnosis of 
non-specific colitis, the academic 
problem resolves itself first into 
correct interpretation. 

It is then incumbent upon the 
radiologist to demonstrate the 
location, the degree and the extent 
of the disease. 


Cathartic Abuse. Radiology, Vol. 41, pp. 486- 
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Intestinal Research Institute 


The Intestinal Research Institute has 
been incorporated in New York State 
as a non-profit, educational, research 
foundation for the study of intestinal 
diseases. The incorporators are Dr. 
Earl J. Halligan, International Secretary 
General of the International Academy 
of Proctology and Director of Surgery, 
Jersey City Medical Center, Dr. Alfred 
J. Cantor, Editor of the American Jour- 
nal of Proctology and Founder and 
International Secretary of the Inter- 
national Academy of Proctology, Dr. 
Louis Wegryn, President of the Inter- 
national Academy of Proctology, and 
Dr. Paul Lahvis, Chairman of the For- 
eign Chapters Committee of the Acad- 
emy. 

A research laboratory to study the 
etiology and pathogenesis of ulcerative 
colitis has been established at 147-41 
Sanford Avenue, Flushing, New York, 
headquarters of the International Acad- 
emy of Proctology. 

The Intestinal Research Institute 
studies will be under the guidance of 
the Board of Trustees and Executive 


Committee of the International Acad- 
emy of Proctology, the largest proc- 
tologic society in the world. The pages 
of the American Journal of Proctology, 
official publication of the Academy, will 
be available to the Institute for prompt 
publication of research reports, 

Intestinal Research Institute funds 
will come primarily from contributions 
and grants. An initial grant of $3,000.00 
has been provided by the International 
Academy of Proctology. All physicians 
are offered an opportunity to affiliate 
with the Intestinal Research Institute as 
Contributing Founding Fellows. A 
handsomely engrossed certificate, suit- 
able for framing and proud display in 
the physician’s office, will be made avail- 
able to all Contributing Founding Fel- 
lows. This is not a diploma. The Insti- 
tute does not offer the certificate in rec- 
ognition of special training or merit. It 
is a token acknowledgement of the gen- 
erosity and vision of the donor, and is 
offered in lieu of a receipt. 

For full details write to the Intestinal 
Research Institute, Office of the Direc- 
tor, 147-41 Sanford Avenue, Flushing, 
New York. 
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Psychiatric Aspects 
of Ulcerative Colitis 


The psychiatric aspects of ulcerative 
colitis can be considered under the two 
main headings of etiology and treat- 
ment. 

Although the concept of psychological 
factors in the etiology of ulcerative coli- 
tis is not accepted by all physicians or 
psychiatrists, there are several rather 
prominent theories about the psycholog- 
ical factors in the etiology of ulcerative 
colitis, theories mainly held by those 
who believe that ulcerative colitis should 
be included in the group of psychoso- 
matic diseases. Many studies have been 
performed to demonstrate that the pa- 
tient with ulcerative colitis usually has 
the following type of personality or 
character structure. These patients are 
immature, childish individuals who are 
usually overly neat, overly clean, overly 
punctual, overly pedantic, overly stub- 
born, and overly intellectual. In psychi- 
atric terms, these patients are obsessive 
characters. In addition to having an 
obsessive type of character structure, 
patients with ulcerative colitis are usu- 
ally mother-fixated men or women, fre- 
quently involved in sibling rivalry, who 
are in conflict between their needs to be 
loved, to be taken care of, to be de- 
pendent, and their opposing needs to be 
mature, to be adult, to be independent. 
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Other studies have shown that the pa- 
tient with ulcerative colitis has a weak, 
poorly formed ego, so that these individ- 
uals are inclined to be narcissistic, ego- 
centric, megalomanic and omnipotent. 
They see themselves, then, as the center 
of the universe, they are unusually sensi- 
tive to the remarks of others, they easily 
take offense and are hurt. They show a 
lack of external aggressive behavior, but 
internally there is a seething cauldron 
of hatred and hostility. 

Another theory about the psychologi- 
cal factors in the etiology of ulcerative 
colitis involves the concept that the 
attack of ulcerative colitis represents the 
patient’s reaction to a situation of stress 
and strain. There is certainly a great 
deal of clinical material to confirm this 
point, and many an exacerbation of 
ulcerative colitis is seen in response to 
stressful situations. The most prevalent 
type of stressful situation is one which 
involves an acute loss of love—either 
the loss through death or separation of 
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a person who loves the patient, or a loss 
through humiliation or embarrassment 
of the prestige or love the patient felt he 
was receiving from the people around 
him—but the events of sexual matura- 
tion, engagement, marriage, and the 
birth of children are also frequently seen 
as stressful situations. 

Another theory is built on the concept 
of the conditioned reflex as made famous 
by Pavlov. This theory involves a “psy- 
chosomatic unit”. We are all familiar 
with cases in which anxiety, worry or 
concern are associated with diarrhea. 
Frequently we can observe this in school 
children, For example, the occurrence of 
diarrhea before examinations, social 
engagements, and the like, and some- 
times we can even observe this tie-up of 
diarrhea with anxiety in the pre-school 
child. This theory of the “psychosomatic 
unit” holds that these patients have 
colons directly connected by condition- 
ing to their psychological state, and they 
use their colons to express psychological 
emotions. 

There are numerous other theories of 
the role of psychological factors in the 
etiology of ulcerative colitis, but the 
above theories are the most prominent 
at present. The author of this paper has 
seen cases illustrating all the above the- 
ories, some patients having an obsessive 
character type of personality formation, 
other persons showing attacks of ulcera- 
tive colitis in response to stressful situa- 
tions, and still other individuals showing 
a conditioned reflex type of connection 
between the colon and life situations 
from early childhood onward, but most 
cases show combinations in varying de- 
grees of these factors. This leads one to 
suspect that these factors are related 
and represent different aspects of, or 
ways of looking at, the same problem. 


The evidence to support the role of 
psychological factors in the etiology of 
ulcerative colitis is based on physiologi- 
cal research and on clinical experience. 
Many cases of ulcerative colitis are 
helped by psychiatric collaboration in a 
total treatment program. Conversely, in- 
judicious handling of the patient’s emo- 
tional state can upset him and aggra- 
vate his condition, and this is true not 
only for the psychiatrist but also for all 
physicians and personnel having contact 
with the patient. It would thus appear 
that psychological factors can influence 
the patient’s condition, for better or for 
worse. Furthermore, physiological re- 
search on fistulous patients has demon- 
strated actual changes in the gastric 


mucosa—even to the point of petechia 


formation—in response to the patient’s 
psychological and emotional state. 

When we consider the question of 
psychiatric treatment for the patient 
with ulcerative colitis, we encounter an 
absence of unanimous opinion and a 
lack of agreement. -This dissension of 
opinion prevailing in psychiatric circles 
is paralleled in many other branches of 
medicine, but this is not offered as an 
excuse. As in these other branches of 
medicine, there is hope of solving many 
of these disputes by giving more atten- 
tion to research with comparison of 
similar cases treated by different meth- 
ods and with the utilization of control 
groups. At present, psychiatry offers 
several different schools of thought and 
many different methods of approach to 
psychiatric problems. The following is 
an attempt to summarize the opinions 
held by the majority of present-day 
psychiatrists. 

Most psychiatrists feel that hospitali- 
zation in a mental institution, electric 
shock treatment, insulin coma or sub- 
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coma treatments, lobotomy, etc., are un- 
necessary, unwarranted, useless, and fre- 
quently even harmful procedures for the 
usual patient with ulcerative colitis. But, 
even psychiatrists holding to this view 
feel that such procedures might be 
necessary in an occasional and excep- 
tional case. Then, on the other hand, 
there are the proponents of such pro- 
cedures as electric shock treatment, car- 
bon dioxide inhalation therapy, etc. who 
see these treatments as the treatment of 
choice for ulcerative colitis patients— 
and, though this group is small in num- 
ber, their claims of success do appear 
in the literature. 

Most psychiatrists feel that attention 
to the emotional problems and conflicts 
of the patient with ulcerative colitis is 
necessary, but there is argument and 
disagreement over the way in which 
this should be done. One school of ther- 
apy believes that psychoanalysis is the 
treatment of choice, here defining psy- 
choanalysis as a procedure involving 
five-time-a-week fifty-minute — sessions 
utilizing the couch technique. Another 
school of therapy believes in psycho- 
analytic theories and concepts, but 
doesn’t feel that psychonanalysis as 
above defined is indicated for the usual 
case of ulcerative colitis. This school ad- 
vocates psychotherapy, defining psycho- 
therapy as fifty-minute interviews at a 
frequency of once or twice a week util- 
izing a face-to-face technique. Another 
school of therapy believes that attention 
to the emotional problems and conflicts 
of the ulcerative colitis patient is best 
earried out in group settings. Still an- 
other school of therapy feels that the 
average case of ulcerative colitis can be 
treated by psychiatrist, psychoanalyst, 
internist, proctologist, family physician, 
friend, relative, or, indeed, perhaps any- 
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one, but with the qualifications that the 
individual doing the therapy be warm, 
accepting and approving of the patient, 
show interest in the patient, be sym- 
pathetic toward the patient, and, above 
all else, be so constituted emotionally 
that he can listen to the patient. 

The author of this paper feels that all 
cases of ulcerative colitis deserve the 
benefit of psychiatric consultation. The 
patient should be referred for consulta- 
tion early in the course of the disease 
when the psychosomatic aspects are apt 
to be major and the somato-psychic as- 
pects minimal. 

A psychiatric evaluation of the pa- 
tient early in the course of the dis- 
ease can usually decide what psychia- 
try can contribute to the total treat- 
ment program for the patient in ques- 
tion, and it can also help the referring 
physician to know the personality make- 
up of the patient he will be treating 
from the physical point of view. 

One of the major problems in the 
psychiatric treatment of the ulcerative 
colitis patient—and, a problem which is 
best solved by a psychiatric consultation 
early in the disease—is fitting the cor- 
rect treatment to the individual patient, 
instead of trying to fit every patient to 
one special type of treatment in accord- 
ance with the particular prejudice or 
bias of the therapist involved. Thus, 
some patients should be treated by proc- 
tologist, internist, surgeon, or family 
physician, and never referred to a psy- 
chiatrist or psychoanalyst other than for 
initial consultation and evaluation, while 
other patients should be treated con- 
comitantly by a psychiatrist or psycho- 
analyst while the internist, proctologist, 
surgeon, or family physician cares for 
the physical problems involved. 

One fact to be emphasized is that no 
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psychiatrist wants to have the entire 
responsibility for the treatment of the 
ulcerative colitis patient. After all, sur- 
gical intervention can be and has been 


life saving in many cases. But, the 
psychiatrist can function as a collabo- 
rator or consultant in a total treatment 
program to benefit the patient. 


Summary and Conclusion 


The etiology of ulcerative colitis 
is not known, but psychological fac- 
tors seem to play a significant part 
in the causation of the disease or 
in causing exacerbations of the 
disease. Even though the role of 
psychological factors in the etiology 


of ulcerative colitis is not 
thoroughly understood or agreed 
upon, psychiatric treatment as a 
collaborative addition to general 
medical and surgical treatment ap- 
pears to have given benefit in many 
cases. 
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President’s Page 


THE HEALTH REINSURANCE BILL 


Eisenhower's Health Reinsurance Bill expired in Committee last year when the 83rd 
Congress adjourned. It looked like the end of a matter unpopular with every group that 
might be effected by its provisions. Now, however, the President and his Secretary of 
Health Education and Welfare are making some pretty determined noises over breathing 
life into it. So once again we must take arms against this doddering conglomeration of 
unsound ideas. 

The Wagner-Murray-Dingell compulsory national health insurance bill caused an hor- 
rendous hurrah (as indeed it deserved) for the Truman administration. Its successor, 
this present milk-and-water bill, which even Mrs. Hobby who energetically supports it, 
admits has “. .. no magic. . . is no cure-all”, discloses on careful study the same frighten- 
ing tendencies. Although public opinion seems almost apathetic about the Eisenhower 
bill, insurance companies, the American Medical Association, and such militant organiza- 
tions as the Association of American Physicians and Surgeons have pointed out its follies 
and fallacies and have urged us as practicing physicians not to overlook the clear trend 
toward socialization of medicine that detailed examination reveals. 

The theory of federal reinsurance and the proposed method of handling it, as delineated 
in this bill, have been thoroughly discredited from the economic angle by competent 
representatives of groups successful in the health field. It is entirely possible that the 
testimony on these matters alone accounted for the bill’s demise in Committee during the 
last Congress. The arguments still obtain, but, however valid, as such are not of as 
immediate concern to the medical profession as other aspects. 

As the Association of American Physicians and Surgeons has stated, the provisions of 
this bill will tend toward making a virtual dictator of the Secretary of Health, Education 
and Welfare. 

It has also been pointed out the bill proposes no approaches to providing health care 
that are not now being increasingly supplied by private enterprise in ways approved by 
the American Medical Association and other authoritative professional organizations. 

Most important, this bill arrogates to the federal government a concern with health 
welfare, and a control (disguised and subtle, but real enough) over means of financing, 
directing and regulating it that could easily be the first step on the road to socialization 
of medicine. 

While we are still fortunate enough not to find ourselves in the position of colleagues 
in other countries who are dealing right now with the actualities of socialized medicine, 





we are alive to its evils. We are able also to see in this poorly conceived health bill certain 
possibilities of abuse which can skyrocket still higher the cost of medical care, overload 
present facilities and make great and unnecessary inroads on the already too scant time 
of the practicing physician—whether or not its implicit threat of socialization comes 
to pass. 

Poor risks” now without health insurance, the aged whose policies will automatically 
renew under the bill, and countless unborn children also to be automatically insured if 
their parents hold policies, will swell the patient population and those privileged to 
demand unlimited medical attention. Number of visits can increase hugely (“Why not 
call the doctor for the simple sniffles or that sore toe if it’s nothing out of your own 
pocket?”) and, inevitably, the cost of services across the nation will rise. Yet, the individual 
physician and the individual patient will gain little, if anything. 

Shortage of hospital beds is a familiar and disturbing story to us all. The reinsurance 
bill presents no real solution here either, and in the opinion of the alert physician, once 
again simply threatens to make a bad situation worse. If the bill should become law, it 
will throw hospitals open to people getting along at home or in special settings—those 
who may become chronically ill and those who, through genuine psychic disturbance or 
sometimes plain frivolity, devote inordinate quantities of time and energy (theirs and 
others) to comparatively minor ailments. It will probably also tempt those who have 
never done so previously, and who do not especially require them, to use hospital services 
for involved diagnostic procedures. In encouraging these groups to demand hospital 
treatment, this bill can be seen as discriminating against patients who may urgently need 
such facilities—and who may consequently find them scarcer even than today, if avail- 
able at all. 

Finally, the reinsurance bill does nothing to solve the problem of the indigent—those 
whose medical care cannot be covered by any kind of insurance, and who must be sub- 
sidized at least to a certain extent by others. Thirty million people make up this group, 
which also includes those now chronically ill and hospitalized, and other institutionalized 
persons. That this is a real and pressing problem is undeniable, and methods of handling 
it are now being studied by the American Medical Association and other professional 
organizations. It is agreed that neither this bill nor any other which makes proposals 
at the national level can be the solution. 

Certainly proposed health legislation which limits aid to those who are able to pay 
for it (even though it might cover another 30 million in rural districts or small communi- 
ties), and at the same time reduces the availability of facilities and services and ignores 
the needs of millions, can by no means be termed adequate. The Eisenhower health rein- 
surance bill incorporating a nightmare porridge of economic fallacies and social dangers 
besides, as it does, should be protested with all the strength and influence at our command! 


Louis S. WecRYN, M.D. 


























Is Ulcerative Colitis 
Due to 
Food Allergy ? 


As you all know, the venerable term 
“ulcerative colitis” was first coined in 
1875 by Wilks and Moxon. The phrase 
has been used to describe any disorder 
associated with repeated and continuous 
diarrhea of the type in which no abso- 
lute cause can be discovered. The dis- 
ease process is not constant, and exacer- 
bations may last weeks or months, and 
then, remissions, months or years. In 
progressive cases, successive attacks are 
usually more severe and last longer. 
Eventually the patient suffers from a 
chronic diarrhea, with intermittent 
minor remissions and exacerbations, the 
stools of mucus, blood and pus being 
passed every few minutes. Severely af- 
fected patients reach the stage of fecal 
incontinence. Mortality rates vary, and 
no exact statistics are available. 

If we can so define the disorder which 
is the subject of this symposium, we are 
discussing a disorder for which there is 
no absolute or single consistent cause. 
The syndrome is, therefore, fair game 
for any qualified or unqualified investi- 
gator. If there is but one, or perhaps 
several causes, the one or the several 
have certainly not been discovered. If 
the syndrome is a body response to many 
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different causative mechanisms, the in- 
quiring physician can really take his 
choice from such mutually contradictory 
hypotheses as to leave him completely 
bewildered. 

May we, for a moment, examine two 
points of view, purposely choosing those 
which appear to be most extreme. 

Brooke, in his recent textbook entitled 
“Ulcerative Colitis,” dismisses allergy in 
one paragraph, quoting Andreson’s 
papers (1940, 1951) as follows: “Colli- 
tis may be a sensitization phenomenon.” 
He goes on to say that it may well be 
that allergy can cause such a severe 
“dermatitis” in the colonic epithelium 
that ulcerative colitis ensues. 

Now let us look at recent develop- 
ments in psychosomatic medicine as 
edited by Wittkower and Cleghorn. In 
the chapter on “Psychological Aspects 
of Non-Specific Ulcerative Colitis,” 
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Mushatt states categorically that “the 
significance of psychological conflict as 
an important component in the etiology 
and precipitation of non-specific ulcera- 
tive colitis has long been established by 
the work of Murray (1930), Sullivan 
and Chandler (1931) and Wittkower 
(1938). An examination of these papers 
shows that the significance of psycho- 
logical conflict has certainly not been 
established. That ulcerative colitis pa- 
tients have psychological conflicts is not 
to be doubted, but that these conflicts 
cause the ulcerative colitis is open to 
wide speculation. The improvement of 
the patients under psychotherapy is not 
acceptable scientific proof of a causative 
relationship. 

Questionable statements such as Dan- 
iel’s (1942) that the disease seems a 
type of organic suicide, or Sperling’s 
(1946) that “the disorder may be on an 
earlier level to that seen in melancholia, 
a stage in which introjected objects are 
not yet integrated into the total person- 
ality,” are found throughout the litera- 
ture. Mushatt emphasizes the “grief 
anxiety and guilt” of his cases. He 
gives the analytical background of the 
patient, and allowing for no doubt or 
scientific skepticism, says the following, 
“The above case illustrates clearly what 
appears to be a basic problem character- 
istic of cases of ulcerative colitis. Usu- 
ally the relationship to the outside world 
is made on an oral incorporative level 

. expressed through body imagery 
by means of the gastrointestinal tract, 
and from this concept, the disorganized 
gastrointestinal function can be consid- 
ered both as a preverbal or visceral com- 
munication of primitive psychic activity, 
and as a defense against psychic dis- 
organization.” 

To put it bluntly, familiar as I con- 


sider myself with the work and the liter- 
ature in this field, to me, this analysis 
seems hard to take. 

From a discussion, in general, of 
psychosomatic factors in ulcerative coli- 
tis, let us go to a particular paper. In a 
recent communication Engel (1955) 
studied 32 patients, 9 male and 23 fe- 
male, in whom the diagnosis of ulcera- 
tive colitis had been made. Although it 
is usually considered a diarrheal disease, 
careful histories showed that in 22 of 
the patients, the earliest symptom was 
the passage of blood. In 10, the blood 
accompanied constipated stools, and in 
6, formed stools. In only 6 more were 
the stools diarrheal. The presenting 
symptom was diarrhea in only 12 of the 
32 patients. 

Of those with constipation, 2 re- 
mained constipated after a year. Of 17 
patients who relapsed, 13 reported the 
passage of fresh blood with formed 
stools, 2 a bloody diarrhea, and 2 a 
diarrhea without blood. Of a total of 43 
relapses, there was bleeding in the pres- 
ence of formed stools. The author’s 
studies attempt to show that there was 
a close chronological relationship be- 
tween psychologically significant events 
in the patients’ lives and the true time 
of onset of the disorder. 

In 25 patients, the degree of involve- 
ment of the bowel could be correlated 
with radiographic and sigmoidoscopic 
studies. In those patients in whom diar- 
rhea occurred, there was a widespread 
involvement of the bowel. In those in 
whom there were formed or constipated 
stools, the disease was confined to the 
rectum or the rectosigmoid. Of interest 
is the fact that 6 patients had had sur- 
gery of the bowel, with the later develop- 
ment of colitis in the remaining bowel 
segment. 
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It appears that neither diarrhea nor 
constipation can be interpreted in psy- 
chological terms alone in_ ulcerative 
colitis, and certainly the recurrence of 
activity in a by-passed colon indicates 
that the process is not dependent on the 
contents of the small intestine. If diar- 
rhea results in hastened peristalsis, 
diminished absorption of water, and ex- 
udation of fluid into the lumen, we have 
one disorder. When the process is con- 
fined to the rectum, or lower sigmoid, 
protective spasm preventing feces from 
entering the involved area may cause 
constipation. Certainly the patients who 
develop ulcerative ileitis following 
ileostomy and colectomy prove that the 
disorder is not bound by the specific 
functional activity of the large bowel in 
its function as an excretory organ. 

So, if on the one hand the surgeon 
dismisses the possibility of allergy in 
one paragraph, and the psychiatrist 
never mentions either surgery or allergy 
at all, where does the allergist stand? 

First, let us discuss a recent follow- 
up study. In 1955, Wheelock and War- 
ren tried to discover what had happened 
to 713 patients seen at the Massachusetts 
General Hospital between 1915 and 
1949. Of these, 343 could be traced for 
ten years, or until they died. Of these, 
155 were living, and 188 had died. Of 
the latter, 46 had died of ulcerative 
colitis, 107 of ulcerative colitis and sur- 
gery, 28 of other causes. These had had 
no surgery. With surgery and other 
causes, the remainder are listed as hav- 
ing died of peritonitis, hemorrhage, 
“toxicity,” carcinoma, and (in the pre- 
antibiotic era) bronchopneumonia. 

Before 1930, surgery carried a mor- 
tality. risk. of 50%. This decreased to 
26% for 1930-1940, to 12% for 1940- 
1950, to 7.7% for 1950 to 1953. 
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Cancer developed in 8-9% of the 
patients. Of over 30 patients with can- 
cer, only 7 survived 5 years. It is rec- 
ommended that, in those patients in 
whom surgery is deferred, barium 
studies and sigmoidoscopies be done at 
intervals of six months. 

Let us say, then, that the studies of 
the last 75 years have led to a number 
of hypotheses, ranging from the physio- 
logical, the neurological, the psychologi- 
cal, the allergic and the pathological. 
Causative factors listed may vary from 
the failure of fat absorption to low grade 
infection. Perhaps we can truly divide 
our patients into groups, on the basis 
that some suffer from ileo-colitis, proc- 
tosigmoiditis, and true ulcerative colitis. 
But then, again, in recent years, we have 
seen another syndrome—acute fulminat- 
ing colitis from antibiotic medications 
(Reiner, Schlesinger and Miller, 1952). 

But what about allergy? Your invita- 
tion to discuss the role of allergy in 
ulcerative colitis forced me to go back 
into my own experience, and, of course, 
to examine the literature in this special 
field. 

In 1909, Posselt, in 1910 Strumpell, in 
1911, Schittenhelm, and Weichardt, and 
in 1912, Weiner, all described “mucous 
colitis,” so-called, as “asthma of the 
bowels.” In and about 1920, Richet, 
and also Vallery-Radot, described what 
appear to be authenticated cases due to 
proven food sensitivity. In this country 
Duke, (1921) and Borden (1932) re- 
ported on similar patients in whom food 
sensitivity and “colitis” were related. 

Of the more recent reports, I have 
chosen those of physicians who are 
personally known to me, and whose 
work I have learned to trust. I am, for 
the moment, more concerned with food 
allergy of the lower gastrointestinal 
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tract than with colitis itself. 

One of Efron’s patients (1931) suf- 
fered from symptoms suggestive of in- 
testinal obstruction, the symptoms be- 
ing so severe that the patient was 
rushed to the hospital on each of sev- 
eral occasions. The patient was proven 
to be sensitive to wheat, the ingestion 
of which, in the form of white bread, 
was sufficient to cause a recurrence. 

One of Gutmann’s patients (1930) 
suffered abdominal 
operations, and was later proven sensi- 
tive to yeast. Fluoroscopic examination 
at the height of the attack demonstrated 
colonic spasm, which could be watched 


seven emergency 


to disappear after the injection of 
epinephrine. 

Fries and Mogil mixed suspected al- 
lergenic food with barium meals, and 
noted the resulting hypertonicity of the 
transverse and descending colons. Rectal 
abnormalities followed the use of the 
same mixture instilled anally. 

Are other proofs needed that food 
allergy may affect the bowel? There are 
too many authenticated cases to be 
lightly dismissed. Suggestive of allergy 
also is the high eosinophil cell count 
in the intestinal mucus of such pa- 
tients, and, as well, the _ so-called 
Charcot-Leyden crystals found when the 
stools have been allowed to stand. 

No one would want to go so far as 
to say that all, or, for that matter, more 
than a small percentage of patients 
have either food, or, for that matter, 
drug allergy. Hecht (1939) traced one 
patient’s symptoms to a gastrointestinal 
sensitivity to tetrabromofluorescein, an 
ingredient of lipstick. Grimm described 
a patient sensitive gastrointestinally to 
dust, and Lehman, to exposure to cop- 
per dust, which is retained chiefly in 
the gastrointestinal tract, and not in 


the lung. Bargen and Gage (1950) listed 
41 of 2000 patients whose colitis began 


following the use of purgatives. Drug 
allergy, as seen in acute salicylic acid 
sensitivity, may be a cause. The result- 
ing intestinal hemorrhage, with the 
passage of blood and mucus, exactly 
resembles ulcerative colitis in patients 
who continue on the drug, not appre- 
ciating the relationship. In some dis- 
orders, hemorrhagic colitis and allergic 
manifestations in other organs may 
occur together, as in Henoch’s disease, 
otherwise known as purpura abdomi- 
nalis. A number of workers have been 
able to produce the abdominal pain, 
urticaria, angioneurotic edema and joint 
and frequent bowel 
symptoms, by having the patient take 
the suspected food or drug. 

Given this foundation, we can now 
discuss typical food allergy. Rowe 
(1953) describes 11 patients with typi- 
cal chronic ulcerative colitis, in which 
food allergy was unequivocally proven 
to be the cause, and four more patients 
in whom food allergy could not be es- 
tablished as the cause. Of interest is the 
fact that in 85% of 38 cases, Hare 
found personal or familial allergy to 
be present. This introduction, therefore, 


manifestations 


leads us to one tentative conclusion, 
and that is that a syndrome in which 
irritating foods, purgatives, local in- 
fection, neurogenic and _ psychological 
factors, and a number of non-specific 
causes can play some part, allergenic 
foods can undoubtedly play a small 
role. 

Granted that in some patients symp- 
toms undistinguishable from what the 
surgeons describe as “ulcerative colitis” 
do present an allergic form of the dis- 
order, how often can we expect to find 
the patient sensitive, and by what means 
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is such sensitivity discovered, and to 
what foods are the symptoms frequently 
ascribed? Let us say again, here and 
now, that there are few patients in 
whom allergy is the predominant cause. 
In my own experience, I am sure I 
have not seen a dozen in more than 
twenty years. In my present practice, I 
have only two such patients. Colitis in 
any form is not the chief, or, for that 
matter, a secondary presenting symptom: 
in patients with other allergy, namely, 
pollenosis, bronchial asthma, atopic 
eczema, urticaria or contact dermatitis. 
Every patient is asked, both orally and 
by questionnaire, whether he has bowel 
disturbance or colitis, or whether any 
foods cause gastrointestinal tract symp- 
toms. If ulcerative colitis were more 
frequent in otherwise allergic patients, 
we would surely see it more frequently. 

In those patients in whom it does 
occur, sensitivities cannot be discovered 
by skin test, unless the foods affect other 
organs besides the gastrointestinal tract. 
Positive epidermal reactions, it must 
be remembered, are a lucky accident. 
They are present only when the sensi- 
tivity affects globulin synthesizing or- 
gans. The gastrointestinal tract derived 
from endoderm can be proven to be 
sensitive by double blindfold feeding 
experiments, and by direct intramucosal 
tests done proctoscopically, however, 
when no positive skin tests are present. 
On the other hand, with elimination 
diets accurately followed, and for a suf- 
ficient length of time, the literature and 
our own experience agree that milk is 
the most common sensitizing agent, and 
then in order of frequency, wheat, to- 
mato, citrous fruits, potato, egg, nuts, 
fish and spices. These incriminating 
foods have been fairly consistently de- 
scribed by a number of observers, milk 
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almost always heading the list. 

It is the general consensus, in the 
field of allergy, that fewer than 5% of 
the patients with ulcerative colitis pre- 
sent food sensitivity. This figure may 
be true if it includes minor food sensi- 
tivities. The number is undoubtedly 
much smaller if major sensitivity alone 
is considered. 

For a period of almost three years, 
working with the Gastrointestinal De- 
partment of a large Clinic, I was able 
to discover only six patients in whom 
food allergy, as such, caused exacerba- 
tions, and two more in whom food 
sensitivity was a probable cause. In all 
the other patients seen, by no tests or 
diets, or by the studies done in the 
then state of our knowledge, could food 
be proven to be a direct cause. 

The problem is complicated by the 
fact that during bouts of ulcerative 
colitis, foods which have not reached 
the ultimate stage of digestion may be 
absorbed through the mucous mem- 
brane, the integrity of which has been 
destroyed. Under such conditions, the 
patient’s food allergy, when the symp- 
toms reside in other organs of the 
body, is intensified. The gastrointestinal 
tract then shares indirectly in the gen- 
eral allergy, although it was not itself 
allergic. This aspect of the subject has 
been well proven by a number of clean 
cut experimental techniques. 

When non-allergic patients with pep- 
tic ulcers, tuberculosis or typhoid ul- 
cers, or ulcerative colitis, are given 
milk’ or egg, enough of the allergenic 
fraction can be absorbed through the 
ulcerated site to enter the circulation. 
The serum of such patients can be used 
to skin test patients sensitive to these 
foods, the tests being positive when the 
foods have been ingested, and negative 
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at other times. 

I am not certain as to whether this 
symposium should include ano-rectal 
symptoms due to allergy, but certainly 
there is a vast literature on this sub- 
ject. As far back as 1941, my friends, 
J. Warren Thomas and Rentschler of 
the Cleveland Clinic, applied allergenic 
substances to the rectal mucosae in 
patients suffering from intestinal al- 
lergy, and found edematous, erythe- 
matous and vascular reactions to the 
foods which, although they gave no 
positive skin tests, caused abdominal 
cramps and rectal discomfort. 





Patients suffering from pruritus ‘ani 
are undoubtedly made worse by certain 
foods, especially spices, pork, garlic and 
onions, although we have been able 
to devise no standard technique for 
proving an antigen-antibody relation- 
ship. In this regard, in 1938, Walzer 
and Gray proved that the mucous mem- 
brane of the rectum could be passively 
sensitized with human antibody-con- 
taining serum, and that thereafter oral 
administration or rectal instillation of 
the allergen caused pruritus, with an 
increased secretion of mucus. 


Summary 


. There is no doubt whatsoever 
that in a small number of patients, 
colonic symptoms, mucous colitis, 
ulcerative colitis, rectal disorders, 
pruritus ani and Henoch’s purpura, 
food sensitivity may be either a 
precipitating or an exacerbating 
factor, acting, in these cases, as an 
allergen. Skin tests are not reliable 
indications of such sensitivity. Ex- 
perimental work, however, proves 
that a localized mucous membrane 
reaction can often be elicited. Milk, 


wheat, tomato, citrus fruits, potato, 
egg, nuts, fish and spices have been 
described as the commonest offend- 
ers. Elimination of these foods 
from the diet for several weeks, or 
perhaps months, will prove of 
benefit in that small group of pa- 
tients who, from other considera- 
tions, may be considered to be 
allergic, although in some cases the 
gastrointestinal allergy may be the 
only presenting symptom. 
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Motion Picture Films 


A completely revised Fourth Edition 
of “Professional Films” is now in com- 
pilation. It will include new sections 
providing biographical data on authors, 
and information on the audio-visual ac- 
tivities of medical schools, dental schools 
and post-graduate teaching centers. 

Over 28,00 copies of previous Edi- 
tions are in use by medical and dental 
schools, Program Chairman of State 
and specialty societies. AIM provides 
this valuable audio-visual information 


to the profession-at-large, without profit, 
as one of its contributions toward 
elevating the standards of medical and 
dental services by expediting the dissimi- 
nating of the professional knowledge. 

You are urged to directly assist by 
informing film authors of this an- 
nouncement or providing the film title 
and name and address of any film au- 
thor. 

Write: Academy-International of 
Medicine, 601 Louisiana Street, Lawr- 
ence, Kansas. 
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Alfred L. Solow, Moderator 
MR. PRESIDENT, MR. SECRETARY: I want to thank you for the privilege 


of allowing me to be Chairman of the Panel on Idiopathic Ulcerative Colitis. For 
some time, it has been my, feeling, and the opinion of those with whom I work, 
that a disease as challenging and baffling as this one could be handled best by 
team work, rather than by a single physician. It was with this thought in mind 
that I invited the Members of this Panel from various specialties, all with wide 
experience in this disease, to express their ideas and feelings relative to this 
condition. 

After hearing their excellent presentations, I became more convinced than ever 
that a team approach in a well staffed hospital is an excellent manner for treat- 
ing the patient with idiopathic ulcerative colitis, Such a panel is well placed at a 
Seminar of an Academy dedicated to teaching. If more physicians can be en- 
couraged to seek out this disease in its early stages, by recognizing its symptoms 
and becoming proficient in the technique of proctosigmodoscopy, and by consult- 
ing with their colleagues in other specialties interested in this disease, | am sure 
that in the not too distant future idiopathic ulcerative colitis will join the ranks of 
pneumonia in its rapid response to treatment. 





New Resident Physician Journal 





Resident physicians are probably the 
last remaining group of physicians who 
have had no special journal of their 
own. Yet the resident has a great many 
problems which differ materially from 
those of either the practicing specialist 
To fill this void in medi- 
cal literature a new Journal, RESIDENT 
PHYSICIAN, makes its bow with the 
September 1955 issue. Its editor-in- 
chief, Perrin H. Long, M.D., will be 
assisted by a distinguished Board of 
Editors from leading medical schools 
and hospital centers. ; 

The editorial content of RESIDENT 
PHYSICIAN, consists of original arti- 
cles geared especially to residents’ 
educational, economic, and _ personal 
problems within and outside the hos- 
pital. 


or the intern. 


Its main editorial aim is to make 
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the resident a better house officer, and 
generally provide him with the economic 
information that he is neither taught 
nor given in his specialty journals. 

Some of the articles scheduled for 
early publication are: 


Is Private Ward Service Necessary? 

How to Manage a Ward. 

Fellowships for Residents. 

Tips or No Tips. 

Preparing for State and Specialty 
Board Examinations. 

Buying a Home and Office. 

Fee Schedules. 

How to Build a Practice. 
Pyramidal Residency vs. Columnar 
Residency. 

How to Gain Fullest Cooperation 
from the Hospital Administration. 
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Diarrheal 


Technics of Diagnosis and Therapy 


There are certain technics in the 
diagnosis and treatment of diarrheal 
diseases that have stood the test of 
time. Your program committee has 
honored me with the invitation to dis- 
cuss these technics as I use them in daily 
practice. 

It is our custom to see new patients 
by special appointment. About one 
hour is reserved for this first meeting. 
If a close member of the family is 
present he also is invited to sit in at 
this meeting. Occasionally patients are 
too-nervous or too tense to recall details 
of the onset and course of the diarrhea. 
The presence of a relative or even a 
close friend often relaxes them and 
adds informality to the visit. In either 
case, however, the wish of the patient 
is respected. The minute the patient 
steps into the office, everything is done 
to make him feel at ease emotionally 
and physically. This objective is al- 
ways borne in mind. 

The patient is asked for all his com- 
plaints and encouraged to “talk himself 
out,” so to speak, with none or few 
interruptions. When he has covered 
all the immediate complaints and has 
nothing else to add, we take the actual 
history systematically, leisurely, tact- 
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WILLIAM Z. FRADKIN, A.B., M.D. 
Brooklyn, New York 


fully and in detail. A chronologic his- 
tory is adhered to. The patient’s life 
is covered and includes education, nu- 
trition, anxieties, illnesses, treatments. 
work, menstrual periods, marital status, 
etc., until the present illness is reached. 
All questions not previously covered by 
the patient are fully discussed. A 
typical routine week-day is reviewed, 
then perhaps some questions are asked 
about Sundays and holidays. One is 
often shocked to hear what radical 
changes take place in the usual routine 
activities whether social, personal or 
dietary, on a holiday or week-end. Of 
course, habits of the patient are in- 
cluded in the history. For example, in- 
formation regarding smoking, drinking. 
chewing, biting finger-nails and _per- 
sonal hygiene. This data helps later in 
the institution of therapy. When the 
entire history has been completed, it is 
summarized and dictated in the pre:- 
ence of the patient. This is very im- 
portant: It helps in the analysis of the 
case and impresses the patient with the 
sincerity and interest of the physician. 
No apparatus or modern medical gadget 





Presented at Seventh Annual Teaching Semi- 
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can win the confidence of the patient 
more easily than a history taken pa- 
tiently and sympathetically. 

The physical examination is dictated 
while the examination is being made. 
The patient may listen to the findings 
whether they are located on the skin, 
in the throat, mouth, chest or abdomen. 
If his blood pressure is high, he should 
know about it. If it is normal, let him 
rejoice over it, The physical examina- 
tion will occasionally detect a deficient 
history, by the finding of scars, hives 
or skin discolorations. It is then that 
that physician suddenly realizes that 
he has failed to question the patient 
regarding past surgical procedures and 
known allergies. 

Rectal digital findings are also re- 
corded. If the rectum reveals fecal 
content, a saline suspension is made 
with the material left on the finger cot. 
A slide is placed on the warm-stage 
with one drop of saline and one drop 
of diluted Lugol’s iodine. The finger 
tip is rotated several times in these 
drops and cover slips applied. (See fig. 
I) Microscopy is done immediately. If 
the rectal digital examination reveals no 
fecal contents a sigmoidoscopy is car- 
ried out with aspiration of exudate di- 
rectly from the mucosal lesion. Slides 
are prepared for microscopy and special 
staining. A drop of the material is cul- 
tured for bacterial pathogens. (See fig. 
II) 

This entire examination is done at 
the first visit. If the patient states that 
he is taking sulfa drugs or antibiotics, 
taking cultures is postponed for about 
a week. It is useless to culture stools 
which contain antiseptic, bacteriostatic 
or bacteriolytic drugs. A special diet is 
given which, with some modifications, is 
useful in all diarrheal cases. It is high in 


(Vol. 6, No. 5) OCTOBER 1955 





Fioure | 


calories, proteins and vitamins, low in 
fats and in residue. Details of the diet 
have been amply described in the speak- 
er’s previous textbook and articles. 
Before the second visit, the patient 
is advised to take a heaping tablespoon- 
ful of Epsom Salt dissolved in half a 
glass of water, at bedtime the night be- 
fore the examination. Such preparation 
is omitted in all patients who have five 
or more bowel evacuations in twenty- 
four hours. He is given one sterile jar 
for collection of a freshly passed stool 
and a second jar for a urine specimen. 
The stool is examined grossly and 
microscopically, and slides prepared for 
special stains. 
employed for the search of ova and 
parasites. During the second visit the 
patient is reexamined sigmoidoscopi- 
cally. The lumen, mucosa and the rec- 
tal valves are carefully inspected for 
any pathologic changes. Material is 
again aspirated from suspected in- 
flamed areas and used for microscopy 
and culture. Sponge biopsy specimens 
are also obtained when indicated. 
During the third and fourth visit as- 


A concentration test is 
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pirations are repeated with the recto- 
sigmoid aspirator, and material thus 
secured used for further microscopy 
and culture. Blood is also procured for 
complete blood count, sedimentation 
rate and for chemical analyses, espe- 
cially those which are suggested by the 
history and physical examination. For 
example, if the history and physical 
examination suggest the condition to be 
steatorrhea such as non-tropical sprue, 
the blood calcium, as well as the oral 
and intravenous glucose tolerance tests 
are determined. A flat glucose toler- 
ance curve on oral glucose administra- 
tion, with a normal or diabetic curve on 


Figure 2 





intravenous administration, aids in the 
differential diagnosis. 

Following these examinations the pa- 
tient is prepared for roentgen-ray 
studies of the gastrointestinal tract. If 
the cramps and diarrhea are severe, 
catharsis is avoided. Plain warm water 
or saline enemas are ordered the night 
before and again on the morning of the 
appointment. The patient or nurse is 
cautioned not to use soap suds and 
not to employ more than one or two 
glasses of fluid at one time during the 
irrigation, for fear of forcing infectious 
material from the large bowel, where 
there is slow and little absorption, into 

the small intestine where 
absorption is rapid. If the 
patient has only two to 








poAcTHY wearss 


four or five bowel evacua- 
tions in twenty-four hours, 
he is instructed to take 
a saline laxative the night 
before the examination. 
Whether a compiete gastro- 
intestinal x-ray study, in- 
cluding the smal! bowel, 
colon, and barium enema 
is to be done, will depend 
upon the history, physical 
and 


Wherever possible a com- 


laboratory findings. 


plete study is practiced, 
especially in patients who 
have not had roentgen-ray 
examinations of the gastro- 
intestinal tract previously. 
The finding of congenital 











Practical Use of Sigmoidoscopic Asperator. 


A. Preparation of slide for microscopy. 


B. Warm stage microscopy for pathogens. 


C. Inoculation of plates. 


D. Specimen for culture and bacteriophage study. 


anomalies may throw light 
on the management of the 
case. Barium enema and 
air contrast studies of the 
done almost 


colon are 
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routinely in every case of diarrhea. The 
quantity of fluid or air injected is 
always controlled by fluoroscopy. 

When the diagnosis of a psychogenic, 
allergic, bacterial, protozoan or other 
medical type of diarrhea is determined, 
treatment is then outlined in consider- 
able detail. We also inform the patient in 
simple language of the results of all the 
studies. He is entitled to this informa- 
tion, if one is to expect complete co- 
operation and a satisfactory patient- 
physician relationship. 

The patient is instructed to keep a 
stool chart. (See fig. III) It consists 
briefly of a lined card on which appear 
the days of the week followed by x 
marks which represent bowel evacua- 


tions, This chart enables the physician 
and patient to following the illness, 
evaluate the effects of various drugs 
or added foods, and the occurrence of 
unusual emotional crises, secondary 
infections, etc. This chart is as im- 
portant to the proctologist in a case 
of diarrhea as the temperature chart 
is to the internist in a case of pneu- 
monia. It reveals at a glance the con- 
dition of the bowel and efficacy of 
therapy. At every office visit the patient 
is weighed, the stool chart inspected, 
and the dietary intake as well as the 
complaints discussed. The patient is 
told his condition can be successfully 
treated medically, but it requires his 
complete cooperation as well as the co- 
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operation of those living in close con- 
tact with him. All irritants to the gas- 
trointestinal tract must be eliminated as 
much as possible. This includes bac- 
terial irritants, dietary and psychogenic 
irritants. Patients are repeatedly re- 
minded that overfatigue, exposure to 
upper respiratory infections, dietary in- 
discretions, and emotional conflicts, 
may lead to relapse. 

The patient is given multiple vitamins 
orally, if tolerated, to supplement each 
meal. All allergenic foods, as sug- 
gested by the history, are eliminated 
from the diet. Autogenous vaccines are 
used if bacterial pathogens are isolated. 
Parenteral administration of liver ex- 
tract, ascorbic acid, solu B, calcium, 
folic acid and vitamin K are necessary, 
especially in the presence of nutritional 
deficiencies. Antiseptic or bacteriostatic 
drugs are given if the stools are foul, 
gassy and explosive. Sulfathaladine, 
Thalamyd and triple sulfas are usually 
effective. Erythromycin, with or without 
sulfa drugs, chloramphenicol and oxy- 
tetracycline are also prescribed, depend- 
ing upon the condition of the patient as 
well as the bacteriologic findings. 

For antiambeic therapy we prescribe 
either Milibis-Aralen, Diodoquin, Vio- 
form, carbarsone, emetin hydrochloride, 
oxytetracycline or combinations of these 
drugs. Penicillin and streptomycin are 
given orally or intramuscularly in the 
more acute bacterial cases. An antihis- 
tomanic is usually added to penicillin 
when the latter is given parenterally. 

ACTH is used rarely, hydrocortone 
more frequently. The latter is always 
given in conjunction with an antibiotic 
such as Neobacin, Erythromycin or 
penicillin, to counteract the potential 
danger of the steroid hormones, spread- 
ing infection. Choice of drug will also 
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depend upon such factors as sensitivity 
and hematologic status of the patient. In 
the administration of potent drugs, a 
good practice is to give the smallest pos- 
sible effective dose and gradually in- 
crease the dosage when necessary to 
maximum effectiveness. Drugs in gen- 
eral, especially when used orally, are 
poorly tolerated by patients suffering 
from chronic diarrheal diseases. 
Opiates such as tincture of opium or 
paregoric, are rarely, if ever, prescribed. 
Their potential dangers cannot be over- 
stressed. The false sense of security 
produced by their use leads to pyrexia, 
hemorrhage, increase in diarrhea and 
occasional perforation of the bowel. For 
intestinal spasm and abdominal pain, 
application to the abdomen of the old- 
fashioned hot moist compress, kept com- 
fortably warm by an electric pad, is 
highly effective, easily prepared, and 
rarely contraindicated. Similarly, a hot 
perineal compress to the anal region 
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Figure 4. The hot perineal compress. 
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is very soothing and promotes healing. 
(See fig. IV) 

It is, of course, unkind, heartless and 
unscientific to tell any patient that he 
has an incurable diarrheal disease. It 
is unkind because it eliminates hope and 
hope is essential to life. It is heartless 
because a physician should be sympa- 
thetic, strong in character, yet soft of 
heart. It is unscientific because there 
have been numerous instances of re- 
versability of the disease process and 
restoration of the intestinal tract to 
normal function. How often have pa- 
tients been seen with chronic ulcerative 
colitis who have been told that colec- 
tomy was their only cure, and in spite 
of such positive advice, complete 
physiologic, if not anatomic recovery, 
was achieved? How many times have 
amebic infestations been missed because 
of secondary bacterial infection and the 


condition called non-specific idiopathic 
chronic ulcerative colitis? How many 
times have patients been advised to 
have immediate surgical resections for 
regional ileitis, and then have the same 
patient make a complete recovery with- 
out surgery? 

Rectal surgery is not recommended 
while the patient is suffering with diar- 
rhea, unless it is most urgent. Ileos- 
tomies and colectomies are reserved 
only for the complications of diarrheal 
disease, such as repeated massive hemor- 
rhage, malignant degeneration, con- 
genital polyposis, impending perfora- 
tion, severe perianal and _perirectal 
pathology, and chronic invalidism. 

Pregnancy should be advised against; 
if it occurs it should be interrupted in 
all patients suffering from severe, in- 
capacitating, and recurrent attacks of 
chronic ulcerative colitis. 


Conclusion 


Technics in the diagnosis and 
treatment of diarrheal diseases are 
those that will detect the causative 
agent of the diarrhea at the earliest 
possible time and permit institu- 


tion of the type of therapy that will 
give lasting comfort to the patient 
and enduring respect for the phy- 
sician and his profession. 

27 Prospect Park West 





Gastroenterological Convention 


The Annual Convention of the Amer- 
ican College of Gastroenterology will 
be held at The Shoreland in Chicago, 
Ill., on October 24, 25 and 26, 1955. 

In addition to interesting individual 
papers on gastronenterology and allied 
fields, the program will include a panel 
discussion on “Peptic Ulcer” with Dr. 
Clifford J. Barborka as moderator, 

The Annual Course in Postgraduate 
Gastroenterology, under the personal 
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direction of Dr. Owen H. Wangensteen 
of Minneapolis, Minn., and Dr. I. Snap- 
per of Brooklyn, N. Y., will be given 
on October 27, 28 and 29, 1955 at The 
Shoreland. Participating in giving the 
Course will be a distinguished faculty 
from the various medical schools. 


The scientific sessions on October 24, 
25 and 26 are open to all physicians 
without charge. The Postgraduate 
Course will only be open to those who 
have matriculated in advance. 
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Chronic 


Ulcerative 


The practical therapeutic handling of 
a patient suffering with chronic ulcera- 
tive colitis includes every aspect of the 
patient. It is essential to consider this 
as a systemic disease in which every 
organ and body function is directly or 
indirectly involved. Chronic ulcerative 
colitis is a progressive inflammatory 
disease of the large bowel of unknown 
etiology and with characteristic symp- 
tomatology, sigmoidoscopic and _ roent- 
gen-ray findings. The progress of the 
disease is characterized by alternating 
relapses and remissions as relentless 
and recurring as the ocean tides. Occa- 
sionally, and, in fact, quite frequently 
there is a more or less definite pattern 
of relapses with the change of seasons, 
and the prime objective of all therapy is 
to prolong the remissions and either 
prevent a relapse or at least ameliorate 
it. Thus the evaluation of any specific 
mode of therapy must take into account 
all of these elements and show evidence 
that relapses have been prevented for a 
period of time longer than any previous 
remission which may have occurred 
during the life history of the disease. 

The psychosomatic and emotional ele- 
ments have been the objects of pro- 


Colitis 


Z. T. BERCOVITZ, M.D. 
New York, New York 


found study by the best-trained minds 
in the field. It has been a common find- 
ing that emotional factors are related 
to relapses and exacerbations of this 
disease. Attempts have been made to 
show these elements as causative factors, 
but actually they should serve as guide- 
posts in the course of therapy and not 
as the final factor of etiology. There is 
no objective measure of the psycho- 
iogical damage done when a person has 
an uncontrollable evacuation of the 
bowels in whatever position he finds 
himself at that moment. There is no 
gauge to record the effect of constant 
or recurring abdominal pain, cramps, 
diarrhea and rectal distress. There is 
ever present the element of insecurity 
if he has once experienced an “acci- 
dent.” Added to this may be rapid 
depletion of reserves of glycogen, elec- 
trolytes, proteins and vitamins. Thus, 
it is not surpris'ng that the psychiatrist 
will find an emotionally unstable patient 
with all sorts of abnormal psychological 
situations. The patient as a whole must 
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be considered if we are to give adequate 
service, and we must not be blinded by 
the psychological and emotional insta- 
bility of the patient. 

Amebic and bacillary (Shigella) in- 
fections must be ruled out by adequate 
stool examinations. For the diagnosis 
of amebiasis, examination of warm 
stools freshly passed after purging with 
a saline, such as Epsom salts or Fleet’s 
phosphate of soda, is still the most re- 
liable method. Stools passed by the 
patient without saline are entirely in- 
adequate because of the pus, macro- 
phages, tissue cells and blood which 
may be present and confuse the picture. 

Stool cultures, especially in the early 
phases, must include not only methods 
for the Shigella group of organisms but 
also for virulent forms of staphylococci. 
It has been an unfortunately common 
experience in recent years to encounter 
cases of fulminating enterocolitis caused 
by virulent forms of staphylococci fol- 
lowing the administration of some of 
the antibiotics, especially Terramycin. 
In some of these patients the reactions 
have been so severe as to cause marked 
pathological changes in the bowel, with 
necrosis, perforation, and death of the 
patient. In any patient with evidences 
of the severe, fulminating form of the 
disease, the diagnostic measures must 
be promptly undertaken, and even while 
waiting for the laboratory results spe- 
cific therapy with Chloromycetin should 
be instituted. 

lleitis, either terminal, regional or 
generalized, has to be considered in the 
differential diagnosis of chronic ulcera- 
tive colitis. Not infrequently terminal 
or regional ileitis may develop during 
the course of a relapse of ulcerative 
colitis and may be the cause of many 
troublesome symptoms. The presence of 


(Vol. 6, No. 5) OCTOBER 1955 


generalized abdominal cramps and pain, 
swellings and distention of localized 
loops of small intestine, rumbling and 
gurgling and then the sudden passage 
of watery stools giving temporary re- 
lief, are signs which may point to small 
bowel involvement. 

Gastritis, or duodenitis, with or with- 
out ulceration, and simple gastric or 
duodenal ulcer may be the cause of 
pain, nausea, vomiting and diarrhea, 
with or without blood. In many cases 
these conditions are coincident with 
chronic ulcerative colitis. The relation- 
ship of pancreatic dysfunction and bili- 
ary tract disease also has to be seriously 
evaluated. 

Diverticulitis superimposed upon 
known diverticulosis is always included 


in the differential diagnosis. In any 


case of known diverticulosis with per- 
sistent bleeding, and in the absence of 
other symptoms of complications of 
diverticulitis, careful repeated roent- 
genological studies must be done to 
determine the true nature of the disease 
and rule out carcinomatosis. 
Carcinoma of the bowel is always a 
constant possibility in any patient with 
symptoms suggestive of chronic ulcera- 
tive colitis. Carcinoma may develop in 
the presence of ulcerative colitis or be 
the primary cause of the symptomatol- 
ogy. Carcinoma in chronic ulcerative 
colitis is an ever-present threat to the 
patient and may seem to start with 
simple single polyps that recur, may 
have more than one apparently primary 
focal point of invasion, and may be 
confused with an apparently benign 
type of obstruction, or even develop 
within a localized area of constriction 
which may have been present for years. 
Frequent, or at least annual, roent- 
gen-ray examinations should be done to 
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accomplish early detection of the con- 
dition. 

Treatment Treatment of the patient 
as a whole with general supportive mea- 
sures is the firm foundation of therapy 
in chronic ulcerative colitis. What we 
do for the patient we do for his bowel, 
whether he be in the quiescent stages 
of a remission or in the midst of a 
fulminating relapse. The patient must 
have adequate nutrition, fluids, pro- 
teins, electrolytes and vitamins, help in 
controlling the secondary bowel infec- 
tion, and relief from the cramps, pain, 
spasm and diarrhea which are constant- 
ly with him. He must be at ease both 
mentally and physically without the use 
of habit-forming drugs. 

For the acutely ill patient, hospitali- 
zation is an absolute necessity because 
of the methods of therapy not available 
in the home, and also because it is dur- 
ing this phase that complications de- 
velop which often quickly become medi- 
cal or surgical emergencies. 

Intravenous fluids in amounts of not 
less than 2,000 cc. to 3,000 cc. in 
twenty-four hours should include blood, 
plasma and glucose, in either distilled 
water or normal saline, with properly 
calculated amounts of potassium or 
other electrolytes, proteins and vita- 
mins. The key to success often lies in 
the daily determination of electrolytes 
and proteins, and then giving these as 
indicated. The ulcerative colitis patient 
may lose large amounts of proteins 
during the day, with the result that he 
may reach the edema level for the bowel 
very rapidly, and replacement is a life- 
saving measure. When the total pro- 
teins are at the low level of normal, 
even if there is no reversal of the albu- 
min-globulin ratio, the addition of 
serum albumin to the infusion may 


make the difference between life and 
death. It is important to keep the pro- 
tein level up to the maximum. Blood 
bank plasma that has been stored at 
room temperature for at least six 
months may be used freely, and in 
amounts of 500 cc. daily when the pro- 
tein loss is great. 

Frequently repeated small blood 
transfusions should be used, especially 
if there is considerable blood loss. In 
the face of the complications of massive 
hemorrhage from the bowel, enough 
blood must be given to maintain an 
adequate blood pressure. In such cases 
almost continuous blood transfusions 
may be needed, and amounts up to 
2,500 or even 3,000 cc. in twenty-four 
hours have been used. The possibility 
of transfusion hepatitis is a calculated 
risk which may be shared with the pa- 
tient’s family, but in the face of massive 
hemorrhage the attending physician has 
no alternative. There has never been 
any indication that adequate blood re- 
placement has had any tendency to in- 
crease the bleeding. 

Addition of 30 mg. to 50 mg. of 
Benadryl to the transfusions and infu- 
sions every four hours minimizes side 
reactions and has an added tranquiliz- 
ing effect upon the patient. 

The dietary problems are serious in 
the acutely ill ulcerative colitis patient 
because of the active defecation reflex 
following the ingestion of anything, 
even water. The indications are for a 
high-protein, high-vitamin diet, attrac- 
tively prepared and served. It is not 
necessary to purée the food; neither has 
starvation cured any patient with ul- 
cerative colitis. On the contrary, allow- 
ing as much food as the patient can 
possibly eat is not only never too much 
but is beneficial, both from the nutri- 
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tional standpoint and also his general 
morale. The patient with chronic ulcera- 
tive colitis actively moves his bowels, 
with diarrheal evacuations of blood, 
mucus and pus, because of the inflam- 
mation and ulceration and not as the 
result of what he eats. 

Alcohol in any form is contraindi- 
cated. Experience has demonstrated 
that even in small amounts alcohol 
seems to aggravate the condition. 

Cigarettes also are detrimental, but 
because of the nervous strain involved 
in most patients of breaking the habit 
it seems wise at first to suggest budget- 
ing the number of cigarettes rather than 
to attempt complete elimination. 

Sedation is of the greatest importance 
for providing adequate mental and 
physical rest. The use of habit-forming 
drugs is to be avoided unless absolutely 
necessary. During infusions, Benadryl 
in dosage of 20 or 30 mg. given intra- 
muscularly, or added to the infusions, 
will usually provide the relaxation 
needed and prevent a reaction to the 
infusion. Intramuscular Benadryl, with 
or without sodium phenobarbital, is 
definitely indicated at the time of all 
blood transfusions and with most of the 
infusions. Benadryl intramuscularly, in 
dosage of 20 mg. or as high as 30 mg. 
every four or six hours, is indicated 
when the patient is unable to take medi- 
cations by mouth. 

During the night, care must be exer- 
cised not to give the patient so great an 
amount of sedation that he will not be 
able to respond to a desire for evacua- 
tion, with the resultant soiling of him- 
self and the bed. 

The opiates in any form are to be 
discouraged in therapy of ulcerative 
colitis because of their tendency to 
cause spasm of smooth muscle and de- 
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velopment of habituation, and also be- 
cause following the very first seemingly 
beneficial effect there is the secondary 
complete relaxation and “letdown,” 
with exceedingly copious and weaken- 
ing diarrhea. In the face of a perfora- 
tion or obstruction with excruciating 
pain, demerol may be indicated, but in 
general it is to be avoided. 

Because of the ever-present possibility 
of amebae being one of the invaders of 
a bowel wall, and also because of the 
known difficulty in finding them under 
the conditions of chronic ulcerative 
colitis, the practice of giving an ade- 
quate course of anti-amebic therapy at 
the start of any medical program for 
treatment is definitely indicated. Even 
though elimination of that infection 
may not cure the ulcerative colitis it is 
still one step in advance. Some of the 
drugs used in anti-amebic therapy seem 
to be of value at times, even when one 
is quite convinced no amebae are pres- 
ent. 

Emetine hydrochloride should be 
given subcutaneously by hypodermic 
injection in dosages of 1 grain (0.065 
gram) daily, either as a single injec- 
tion, or in divided dosages of 1% grain 
(0.032 gram) twice daily, for a total 
of not more than 7 grains on as many 
days. 

Diodoquin in adequate dosage will 
eliminate those forms of amebae such 
as cysts which are free in the lumen of 
the bowel, or those amebae on the sur- 
face of the bowel mucosa. During the 
acute phases of ulcerative colitis, the 
dosage should be 0.6 grams four times 
daily for one week. In addition to dio- 
doquin, a suitable antibiotic or chemo- 
therapeutic agent to suppress the sec- 
ondary infection should be given, be- 
cause if a sterile bowel is attained for 
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even a short period of time it will aid 
in cleaning out the amebae; which do 
not live in a sterile medium. 

Sulfadiazine or Chloromycetin are 
the drugs of choice to be used in con- 
junction with diodoquin in the therapy 
of either a proven or suspected amebic 
infection. The dosage of sulfadiazine is 
1 gram four times daily, given at the 
same time as the diodoquin, and usually 
with plenty of water and some sodium 
bicarbonate. 

Specific infections with salmonella, 
Shigella and staphylococcus require 
therapy with Chloromycetin as the drug 
of choice. It should be given in dosage 
of 3 grams daily for the first week, and 
then where staphylococcus is the offend- 
ing organism, followed by Erythro- 
mycin for the second week in dosage of 
100 mg. to 200 mg. four times daily. 
Where the patient is too ill to take the 
medication by mouth, Chloromycetin 
for intravenous administration may be 
added to the daily infusions. The total 
day dosage may be divided between two 
infusions (one morning and one in the 
evening), although in seriously ill 
patients 3 grams may be added to 1,000 
cc. of glucose solution and given by a 
slow drip without any untoward effect. 
Intramuscular injection of a crystalline 
suspension of Chloromycetin is of value 
in that the blood level of the drug is 
maintained for a long period of time. 
One gram intramuscularly may be given 
twice or three times in a 24-hour period 
and continued for a week with no dis- 
tress to the patient locally since the 
suspension is in bulk of only 1 cc. 

Antibiotics in chronic ulcerative 
colitis are used to inhibit and keep 
under control the superficial secondary 
infection factor of the bowel mucosa. 
Infecting organisms must be inhibited 


so that they never have an opportunity 
to exceed tissue resistance or destroy 
the host. An antibiotic must not do 
damage to tissues but should be one 
which can be given repeatedly as in- 
terrupted maintenance dosages and thus 
prevent the organisms from becoming 
immune to its effect. The antibiotic of 
choice must have a minimum of side 
effects on the whole system and must 
not affect any of the blood-forming 
There is no antibiotic which 
“cure” for 


organs. 
can be considered as a 
chronic ulcerative colitis. 

Chloromycetin is the antibiotic of 
choice in therapy of chronic ulcerative 
colitis based upon the experience of the 
past six years. During this period, a 
great many ulcerative colitis patients - 
have been treated with Chloromycetin, 
in whom adequate detailed studies have 
been made. No significant changes oc- 
curred in either the erythrocytes or 
leukocytes in more than 300 blood 
counts made during the six-year period. 
There is no correlation between the 
blood picture and the total amount of 
Chloromycetin administered, dosage 
schedule used, duration of therapy, or 
method of administration. There has 
been no evidence of cumulative toxic 
effects even though some individuals 
received the drug for the entire six 
years on a maintenance program. This 
lack of toxic reactions has also been 
borne out in other independent studies 
reported by the Federal Drugs Admin- 
istration and in additional studies of 
bone marrow. 

The initial program is 1 to 3 gm. of 
Chloromycetin daily for about one 
month, unless the immediate response 
is so favorable as to warrant placing the 
patient on the interrupted dosage sched- 
ule of the maintenance regime earlier. 
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‘The intravenous administration of 
‘Chloromycetin is necessary and almost 
invaluable in the acutely fulminating 
cases with nausea and vomiting. The 
total daily dose is 1 to 3 gm. 

The maintenance program of inter- 
rupted dosages has been used for the 
entire period with gratifying results. 
Under this schedule the patient receives 
1 to 2 gm. of Chloromycetin daily for 
one week, alternating with one week of 
rest, or for one week of therapy per 
month, as indicated. Another program 
is to give 0.5 gram (2 capsules) or 1 
gram (4 capsules) at bedtime only, but 
continuously instead of on an alternat- 
ing schedule. Patients on .a mainten- 
ance program of Chloromycetin remain 
at a better level of well-being. Stool 
culture studies, including sensitivity 
tests of the predominating organisms, 
have shown that they are still sensitive 
to Chloromycetin, and no evidence of 
resistance has been found. 

Sulfadiazine therapy in chronic ulcer- 
ative colitis is of great value at times. 
In some instances sulfadiazine may be 
alternated with Chloromycetin and used 
for one week a month, with Chloro- 
mycetin given the other times, or it 
may be administered during alternate 
weeks, if desired. The dosage is 1 gram 
four times daily, with an equivalent 
amount of sodium bicarbonate and 
large amounts of fluids. 

Diodoquin is used entirely on an 
empirical basis because of its: iodine 
content and the clinical observation 
over a long period of years that ulcera- 
tive colitis patients seem to be improved 
as a result of this drug. In dosage of 
0.6 gram four times daily, or even 1.2 
grams three times daily, there is no 
irritation of the bowel and the patients’ 
clinical ‘response is good. 
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Proper balance between the sympa- 
thetic (andrenergic) and the parasym- 
pathetic (cholinergic) nervous systems 
is vital for healthy functioning of the 
gastrointestinal tract. 

The sympathetic system causes re- 
laxation of the smooth muscle of the 
gastrointestinal tract, except at the 
sphincters, where contraction occurs. It 
also causes constriction of the smooth 
muscle of all intestinal blood vessels, 
which results in constriction of the 
precapillary sphincters, blanching and, 
finally, if sustained, is followed by 
edema and poor lymphatic and venous 
return, with mucosal friability and even 
hemorrhage. The parasympathetic 
nervous system causes spasm of the 
smooth muscle of the intestinal wall, 
with mechanical interference of the 
venous return and probably also venous 
constriction, thus cooperating in the 
production of edema and congestion in 
the gastrointestinal tract. 

Pro-Banthine is representative of the 
anticholinergic group of drugs. An in- 
tramuscular injection of 10 mg. of Pro- 
Banthine will give an excellent degree 
of relaxation of spasm and cramps and 
cause inhibition of motility of the small 
bowel, with resulting relief from some 
of the diarrhea. The effect lasts from 
4 to 8 hours. Oral administration of 45 
mg. of Pro-Banthine is of value to the 
ambulatory patient. This dosage may 
be given on an average of four times 
daily, but may have to be reduced to 
30 mg. three times during the day, 
taken just before meals, with 45 mg. at 
bedtime. When taking Pro-Banthine, 
the ulcerative colitis patients speak of 
more copious or larger evacuations, 
which are passed with less distress, and 
also better rectal sphincter control. 

As pointed out by Yonkman* on a 
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purely theoretical basis the use of a 
single blocking agent at the prepost- 
ganglionic synapse would be the ideal 
approach to the problem. This would 
serve to block impulses through both 
sympathetic and parasympathetic nerv- 
ous systems and is possible by the use 
of tetraethylammonium chloride (Eta- 
mon), which is known to act at that 
point. 

Clinically, in the ulcerative colitis 
patient, the intramuscular injection of 
300 mg. (3 cc.) of Etamon (tetraethyl- 
ammonium chloride) has been the most 
valuable agent in reducing pain, 
cramps, spasm and diarrhea. This 
dosage may be repeated three or four 
times in twenty-four hours but has the 
disadvantage of requiring an intramus- 
cular injection. At the 3-cc. dosage 
level, and by this method of administra- 
tion, there have been no serious changes 
in blood pressure, even though adequate 
relief of the gastrointestinal symptoms 
has been attained. The combination of 
tetraethylammonium chloride (Etamon) 
and Chloromycetin is one of the best 
approaches to the therapy of ulcerative 
colitis today. 

Nerve-cutting operations have the 
same theoretical considerations as the 
use of drugs, but are now considered 
as meddlesome surgery since the same 
result can be accomplished by the anti- 
cholinergic drugs if administered prop- 
erly in adequate dosage. 

ACTH and cortisone therapy in ul- 
cerative colitis has varied from success 
to failure, with complications of per- 
foration and massive hemorrhage. If 
either preparation is to be used, espe- 
cially in the acute stages of the disease, 
it must be done as a calculated risk. 
Very small dosages of 20 units to 40 
units daily of ACTH do not give bril- 


liant results but are much safer. With 
larger dosages, there have been occa- 
sional good results, but perforations of 
the bowel have developed in so many 
patients as to indicate the need for great 
caution and careful consideration of 
whether the risk involved is worth the 
chance of a good temporary effect. 

In chronic ambulatory patients, small 
dosages of ACTH three times weekly 
seem to be of benefit, especially when 
combined with Chloromycetin. 

Cortisone orally in the chronic am- 
bulatory patient has had some measure 
of success, but the element of time for 
evaluation of the drug has not been 
adequate. 

Whole adrenal cortical extracts, such 
as Eschatin, are indicated in therapy of 
chronic ulcerative colitis. These may 
be given in larger dosages intravenous- 
ly (10 cc.), or 3 cc. intramuscularly, 
either daily or every other day. The 
duration of therapy depends upon the 
well-being of the patient. 

Androgenic or estrogenic substances, 
either singly or combined in small 
dosages, are of great value from the 
standpoint of the overall metabolism of 
the patient. Care should be exercised 
to observe the patient constantly for 
side effects or to determine the duration 
of therapy. 

The complications of chronic ulcera- 
tive colitis include not only such obvi- 
ous ones as perforation, stricture, hem- 
orrhage, carcinoma, etc., but also 
changes in chemistry of body fluids. 
The alterations in body chemistry are 
truly medical emergencies which are 
quite insidious in their inception and 
require frequent blood chemical de- 
terminations for their detection. Seem- 
ingly slight variations from the so-called 
normal readings may in reality be vital 
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for the patient from the point of view 
of his ability to heal and conquer his 
disease. Thus, as an example, the slight- 
ly below normal total protein, even with 
normal albumin-globulin ratios, may be 
the earliest beginning of the chain of 
events leading to edema of the bowel 
and added alteration in function. The 
real facts of the large amount of intra- 
venous protein required to bring about 
restoration to normal and the changes 
in the patient are indications, of the 
value of these observations. 

Therapy of the chronic inflammatory 
narrowing, with partial obstruction of 
the bowel, is of the greatest importance. 
There is no way to completely relax 
these areas, and so the fecal stream 
must be prevented from becoming too 
solid or thick. This is usually accom- 
plished by the use of a saline laxative, 
such as sodium sulfate, magnesium sul- 
fate, Fleet’s phosphate of soda or Enos’ 
fruit salts in appropriate dosage. 

The complications of impending or 
actual perforation of the bowel require 
combined medical and surgical team- 
work. The same applies to the hemor- 
rhage problem. The patient must be 
adequately supported by all means 
available, but the benefit of definitive 
surgery must be extended to him before 
he is too debilitated and the surgical 
risk becomes too great. 

The main indications for surgical 
therapy in chronic ulcerative colitis are 
severe fulminating progression of the 
ulcerative colitis, impending or actual 
perforation, hemorrhage, partial or 
complete obstruction of the colon, car- 
cinoma, and irreversible progressive 
damage to the bowel as shown by re- 
peated X-ray examinations. These are 
especially true if the patient is in re- 
mission and his general physical con- 
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dition is good. 

One of the most serious problems in 
connection with surgery in chronic 
ulcerative colitis is that of the mind of 
the attending physician and his reluc- 
tance to suggest a surgical procedure 
unless under duress of a serious emer- 
gency. Psychologic preparation of a 
patient for surgery must, therefore, 
begin with the physician in charge of 
the case. 

It is exceedingly urgent that indica- 
tions for surgery be recognized early in 
the course of the disease and the patient 
given the benefit of operation while he 
is still in good condition and the opera- 
tive risk relatively low. When the pa- 
tient becomes too debilitated or has 
actually perforated or developed one of 
the more serious complications, then it 
may be too late and the mortality rate 
too high. ; 

The operation of choice in most in- 
stances in ileostomy with sub-total or 
total colectomy, all at one time. When 
the medical and surgical consultants are 
working carefully together as a team, it 
is better to have the entire infected part 
of the colon removed at one time. 
Fluid, electrolyte, and protein balances 
are maintained much more easily, and 
the patient’s recovery is so much more 
readily accomplished that his days in 
the hospital are reduced. The possibility 
of cancerous formation in some of these 
cases is also eliminated. 

Not infrequently various complica- 
tions may arise following ileostomy and 
sub-total colectomy, but in spite of 
these, which are only incidents in the 
course of handling the patient, most 
individuals are well and able to go 
about their normal functions of life. In 
young married women there is no con- 
traindication to childbearing. 
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Psychotherapy as an adjunct in the 
treatment of ulcerative colitis undoubt- 
edly has a real place today, but should 
not supplant a thoughtful therapeutic 
program designed to help the whole 
body. The use of psychotherapy, plus 
narcotics to help control the immediate 
symptoms and thus win confidence of 
the patient, is not to be condoned. There 
undoubtedly are circumstances in men- 
tally ill patients when a professional 
psychiatrist can be of the greatest help, 
but the best men in that field of en- 
deavor consider themselves only as part 
of the team of physician-psychiatrist. 
Even then there comes a time when the 
progress of the disease is such as to 
indicate surgical removal of the affected 
organ. 

Psychotherapy actually begins with 
the family physician himself. His basic 
outlook on life must be cheerful, happy 
and fundamentaily religious. He must 
be one who can be factual and practical 
but who can also find something to be 
glad about in the face of discourage- 
ment. The physician must have a posi- 
tive philosophy of life himself and be 
willing to give of himself to his patients. 
He must hold before him the concept 
that the ulcerative colitis patient will be 
better, remembering that eventually in 
the course of the disease most patients 
do develop remissions for varying peri- 
ods of time. Discouragement on the 
part of the family doctor has no place 
in the therapy of this disease where pa- 
tients themselves have more than 
enough tendency along that line. 

The family physician must take time 
to listen to the patient talk about his 
bowels, for after all that is the problem 
uppermost in the person’s mind. The 
relentlessness of this condition, causing 
interference with sleep and rest, creates 





circumstances devastating to patient 
morale. The physician’s morale must 
not be similarly affected. The patient 
comes in looking for moral and spir- 
itual as well as physical help, and his 
physician is the source of that help. 
The physician must develop within him- 
self a sense of faith, hope, cheer and 
self-confidence, and must convey to the 
patient an uplift which at times is 
equally as important as the medication 
prescribed. 

Ulcerative colitis patients must be 
helped to.realize that they are fine, up- 
standing members of their community 
and can truly be a success in their areas 
of endeavor. The surprising thing is 
how rapidly these people will adjust 
their thinking and live quite happily 
with their disease and not be resentful 
because of it. All of these patients 
should be directed back to their basic 
religious beliefs, encouraged to attend 
the worship services of their basic faith 
and think seriously about their religion. 
A sound faith in God, whatever the 
method of approach, is fundamental for 
the ulcerative colitis patient and will 
carry him over many periods of dis- 
couragement and despair. 

Despite the pressures of modern 
times, with the average physician work- 
ing beyond the limit of his physical 
ability, he must be willing to take time 
for the patient who needs the wisdom of 
a sound, religious philosophy of life. 
And what he does for his patient he may 
also do for himself, with secondary 
great good to many others. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


MODERN CONCEPTS IN MEDICINE by Julius 
Jensen, Ph.D. (in Medicine) University of 
Minnesota, M.R.C.S. (England), L.R.C.P. 
(london), St. Louis, 636 pages, C. V. Mosby 
Company, St. Louis, 1953. Price $11.50. 


The author has developed his thesis of a 
unitary conception of medicine, based upon 
the work of Selye on Stress and L. L. Whyte 
on the Formative Process. He has also con- 
sidered cybernatics in developing his interpre- 
tation of Selye’s work. 

The text is thus an application of Selye’s 
concepts of Adaptation and Stress. The book 
is very well written, and makes for interesting 
reading. 

The sections on metabolism and chemistry of 
body functions are particularly good. All spe- 
cialties, including Proctology, will benefit by 
the application of the philosophy described in 
this book. 


REVIEW OF MINOR SURGERY BY CHRIS- 
TOPHER. (Seventh Edition). Edited by Alton 
Ochsner, M.D., F.A.C.S. William Henderson 
Professor of Surgery and Chairman of the 
Department of Surgery, Tulane University 
of Louisiana School of Medicine and Michael 
E. DeBakey, M.D., F.A.C.S. Professor of Sur- 
gery and Chairman of the Department of 
Surgery, Baylor University College of Medi- 
cine. 547 pages. W. B. Saunders Company. 
Price $9.00. 


This volume is capably edited by Ochsner 
and DeBakey. The other contributors of the 
text are prominent in their specialized fields of 
surgery. 

Many changes have taken place in surgery 
in the seven years since the publication of the 
6th edition of this text. Accordingly, extensive 
revision in content and in format have taken 
place. Indeed, the collaboration by specialty 
surgeons combined with the revisions men- 
tioned, have resulted in an entirely new text. 

The two column printing format make for 
easy reading. Illustrations are excellent and 
adequate in number. 

The section on the anus, perianal and rectal 
regions will be of particular interest to the 
proctologist. Of course, the material is not in- 
tended to be as extensive as would be found 
in a text devoted to proctology. However, the 
general practitioner and the occasional proc- 


tologist will find this chapter to be an ex- 
cellent introduction to the subject. 

This is a fine volume for the student, gen- 
eral practitioner and to the active general 
surgeon. 


STEDMAN'S MEDICAL DICTIONARY Edited 
by Norman Burke Taylor, V.D., M.D., F.R.S.C., 
F.R.C.S. (Edin.), F.R.C.P. (Can.), M.R.C.S. 
(London), University of Western Ontario 
and formerly of the University of Toronto. 
Pages 1561, The Williams & Wilkens Co., 
Baltimore, 1953. 


This is the eighteenth edition of a standard 
classic. This dictionary is an acknowledged 
authoritative volume. The new edition contains 
several thousand new words, and nearly 600 
illustrations. 

This reviewer notes, with approval, that 
anatomical terms previously listed in Latin 
have been translated into their English 
equivalents. 

It goes without saying that every physician 
should have an accurate, authoritative and up 
to date dictionary in his medical library. It 
= be invaluable to his secretary and to him- 
self. 

The Stedman Medical Dictionary may be 
recommended without reservation. 


PROBLEMS IN THE ANATOMY OF THE PEL- 
VIS by Eduard Uhlenhuth, Ph.D., Professor 
of Anatomy, University of Maryland, School 
of Medicine, with the assistance of DeWitt 
T. Hunter, M.D., Instructor in Anatomy, il- 
lustrated by William E. Loechel, Medical 
Artist in the Department of Anatomy. 206 
pages, 82 illustrations, Price $10.00. J. B. 
Lippincott Company, Philadelphia, London 
& Montreal. 


This is an unusual and useful text on Pelvic 
Anatomy. The text material is clearly written, 
and the illustrations are beautifully detailed. 

The proctologist, the urologist, the general 
surgeon and the anatomist will find this. book 
particularly helpful. 

The book is not intended to be a complete 
coverage of pelvic anatomy. However, it does 
cover many features that will be particularly 
useful to the operating surgeon. The special 
discussion of the retrovesical space is excep- 

—Concluded on page 416 
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tionally well done. There is also a description 
of the prerectal space and the rectrorectal 
space. 

I believe that this book should be in the 
library of the proctologist, the urologist and 
the general surgeon. 


BIOCHEMISTRY AND HUMAN METABOLISM 
by Burnham S. Walker, M.D., Ph.D., Profes- 
sor of Biochemistry, Boston University School 
of Medicine. William C. Boyd, Ph.D., Pro- 
fessor of Immunochemistry, Boston Univer- 
sity School of Medicine. Isaac Asimov, Ph.D., 
Assistant Professor of Biochemistry, Boston 
University School of Medicine. Williams & 
Wilkins Co., $9.00. 


The medical student will find this book of 
great interest. The section on Proteins and 
Amino Acids is particularly complete and 
valuable. 

The broad viewpoint of the authors is 
demonstrated by the inclusion of the section 
on Genetics. A better understanding of this 
subject will improve the approach of the 
clinician as well as the student. 


The consideration of clinical applications of 
fundamental biochemistry is also to be com- 
mended. 

Of course, the book is intended chiefly for 
the medical student. As such it may be highly 
recommended. It is well written, authoritative, 
and sufficiently complete for the student. 


YEAR BOOK OF DRUG THERAPY (1954-1955 
Series) Edited by Harry Backman, M.D., 
Director, Departments of Pharmachology, 
Marquette University Schools of Medicine 
and Dentistry; Consulting Physician, Mil- 
waukee County General and Columbia Hos- 
pitals, Milwaukee, Wisconsin. 592 pages, 74 
figures. The Year Book Publishers, Inc., Chi- 
cago, 1955. Price $6.00. 


This volume continues to be the best way 
to keep up to date on drug therapy. As usual, 
it is very well done, carefully edited, and rela- 
tively complete. 

The proctologist will find much of interest 
in the text (as well as all other specialists 
and general practitioners) . 

There are excellent articles on pruritus ani 
as well as other articles and abstracts. 
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detecting differences in dosage-response, 
that is to say, for differentiating be- 
tween the intoxication potentials of 
gin, rum, bourbon and vodka. To go 
into an analysis of how the data on 
intoxication were obtained would mere- 
ly be to belabor an already beaten 
point. 

The clinical data presented were not 
subjected to any kind of statistical 
analysis, yet the total number of ob- 
servations was so small that chance 
could easily play a large role in shaping 
the results but the statistical validation 
of conclusions based on these data 
which is essential is lacking. Since the 
statement that vodka is the least intoxi- 
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cating of the four is based largely on 
the very small difference between 84 
per cent in the case of vodka and 89 
per cent in the case of bourbon and 
the differences in alcohol content of the 
blood were likewise very small, the 
authors have no basis to conclude that, 
in this group, there was a significant 
difference in intoxication. 

Hangover was also studied. For this, 
data are presented which, in terms of 
absolute values, appear to indicate a 
significant difference between vodka 
and all the others. The authors deter- 
mined hangover by the observation of 
several phenomena of which they men- 
tion first the extent and character of the 
sleep which followed the potion. This 
is, to say the very least, an entirely 
original concept of hangover, it being 

—Concluded on page 426 
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